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ABSTRACT

This study of the implementation of “top-down” government policy appraises the
implementation of the health promotion components of the NSW Government’s State Plan
and State Health Plan. Four case studies were conducted in a sample of 50% of NSW
Area Health Services (AHSs). Mixed methods were used in each case study, with data
collected from organisational documents, interviews and focus groups, and financial
information.

The data was triangulated where possible, using both qualitative and

quantitative methodologies. Several codebooks were developed to guide the analyses.
These were designed around a conceptual framework focusing on three streams for policy
analysis: 1) policy; 2) process, and 3) resources.

The findings of this study are that NSW AHSs share the state policies’ vision of a greater
focus on health promotion/prevention on paper, but not in reality. All AHSs have aligned
their strategic plans, annual reports and performance indicators to the state policies, and in
general there is agreement with the targets. The policies are used for advocacy and
strengthening of stakeholder relationships, and do provide focus. However, it was found
that health promotion is not as important to AHSs as the acute care sector. Consequently,
health promotion/prevention receives a tiny share of the budget and little attention. There
are a number of general barriers to the implementation of state policies; these include a
lack of focus on health promotion, including the ability of the health system to actually
influence

some

health

behaviours;

lack

of

intersectoral

ownership;

perceived

ineffectiveness of strategies; a lack of workforce and workforce development; poor
planning processes and communication; inadequate performance-management and
accountability frameworks; and ad-hoc, insufficient and insecure funding.
While this study has found some basic, and not unusual, policy implementation failures,
the overarching finding of this study is the need for a drastic rethink of how prevention and
health promotion should be delivered. Health promotion will never reach its full potential if
it continues to be delivered within an acute care-obsessed system. Hence, this study
recommends the establishment of a separate prevention agency within NSW that would
deliver standard programs across the state, introduce an appropriate performancemonitoring framework, and have transparent and monitored funding tied to program
delivery.
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CHAPTER ONE: INTRODUCTION

1.0

INTRODUCTION

This is a study of the implementation of health promotion components of two “top-down”
New South Wales (NSW) State Government policies; the State Plan and State Health
Plan. It is a mixed-methods study incorporating four NSW Area Health Service (AHS)
case studies. This chapter provides background and contextual information to introduce
the study.

Prior to outlining the aims, research questions and significance of the study, the chapter
gives a brief outline of the two key policy documents, the State Plan and State Health
Plan, followed by a description of the roles and responsibilities for health promotion. The
State Plan and State Health Plan are described in some detail, as these are the subject of
this study.

The chapter also gives contextual information about the NSW health system

relevant to the time during which this study of policy implementation was conducted.

1.1

THE STATE PLAN AND STATE HEALTH PLAN

1.1.1

Background

The State Government in NSW has released two policies relevant to the public health
system in NSW. The first and broadest, the State Plan, A New Direction for NSW, was
released in November 2006. It sets out five key areas of activity across the Government in
accordance with 34 specific priorities.1 Plans such as these, with objectives and measures
of performance are now common across Australian states (Gallop 2007).
In introducing the 2006 State Plan, the NSW Government reported that “providing the full
range of Government services is a large and complex job – from police, justice and
emergency services to education, health, roads, public transport, specialist services such
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as disability services, physical infrastructure, water and electricity utilities and many more”
(NSW Government 2007). The described purpose of the State Plan is “to deliver better
results for the NSW community from Government services” (NSW Government 2007).

The State Plan purportedly sets out goals the community wants the NSW Government to
work towards, and identifies priorities for Government action that are designed to achieve
each of the goals over the next 10 years, with targets set where possible (NSW
Government 2007). The NSW Government acknowledges that “the plan does not cover
everything the State Government does”; rather, “this plan sets out the priorities on which
we will focus our efforts for improvement” (NSW Government 2007).

The then NSW State Premier Morris Iemma’s press release said:
…The State Plan marks a new direction for the delivery of government
services and public administration in NSW…The State plan is a statement
of what my government stands for and explicitly spells out our goals, our
priorities and our targets including…60 specific, measurable targets that will
be used to judge the Government’s progress…The State Plan will
fundamentally

change

the

way

our

government

works….

(Iemma 2006).

The second policy, The State Health Plan Towards 2010, A New Direction for NSW,
focuses solely on the health system and contains the same health-related indicators as the
State Plan. However, the State Health Plan also contains numerous other indicators
(NSW Department of Health 2007a). The State Health Plan describes a vision of “Healthy
People – Now and In the Future”, and cites four goals: 1) to keep people healthy; 2) to
provide the health care that people need; 3) to deliver high-quality services; and 4) to
manage health services well.

The State Health Plan also sets out seven strategic

directions, which are described in the following section.

1

A revised State Plan was released in March 2010. However, this was after the period under investigation in this study.
Any reference to the State Plan in this study refers to the 2006 Plan, unless specified otherwise.
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The State Health Plan articulates, “What we are striving for in 2010 is a health system that
puts greater effort and investment into improving health and preventing illness while
continuing to treat illness effectively” (NSW Department of Health 2007a, p.14). The State
Plan similarly expresses a desire for increased focus on prevention, as well as early
intervention, stating, “Both early intervention and prevention programs can have benefits at
all life stages…They can be universally available, such as health promotion
programs…We want ‘early intervention’ to characterise the way the NSW Government
approaches future policy development and program design….” (NSW Government 2006,
p.75). The need for a greater focus on prevention for the health system was also later
heralded nationally through the former National Health and Hospital Reform Commission’s
Terms of Reference and subsequent report (NHHRC 2009).

This discourse on population health has become increasingly incorporated into
governmental health policy rhetoric (Tenbensel et al. 2008), and the need for a focus on
prevention and health promotion policy within health systems is now being recognised in
many countries. A seminal report in the United Kingdom by Wanless (2002) stressed the
possible benefits of increased investment in health promotion, stating that “…as the
Review’s model illustrates, lifestyle changes such as stopping smoking, increased physical
activity and better diet could have a major impact on the required level of health care
resources. Given the projected increase in old people after 2022, as post-war babyboomers reach old age, the potential benefits could be especially attractive” (W anless
2002, p.12). In Australia, Lin and Fawkes (2007) have argued that interest in prevention
has increased as governments and their officials grapple with the seemingly intractable
financial and political problems facing the healthcare system.
As indicated by the former Premier’s press release, the State Plan and State Health Plan
contain very clear performance measures, which had not been seen in the public arena
before in NSW. Gianakis (2002, cited in Greiling 2005) suggests that managing and
measuring performance has been one of the key drivers in the reform of the public sector
in recent years. The mantra promulgated by authors such as Halachmi (2002, cited in
Greiling 2005) includes suggestions such as: i) What gets measured gets done; ii) If you
do not measure results you cannot tell success from failure; iii) If you can demonstrate
results, you can win public support; iv) If they know you intend to measure it, they will get it
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done; and v) If you cannot relate results to consumed resources you do not know the real
cost.

Prior to the release of the State Plan and State Health Plan, NSW Health had undertaken
a futures-planning process in 2005. This process was initiated with a NSW Health Futures
Forum; the Health Minister at the time was Morris Iemma, who later released the State
Plan during his time as Premier. However, the resulting long-term strategic document,
“Future Directions for Health in NSW – Towards 2025” (NSW Department of Health
2007b), was not released until after the State Plan.

Figure 1 illustrates the various

strategic/policy documents and includes the AHS strategic plans, which will be discussed
in later chapters.

State Plan: A New Direction for NSW
•
•
•
•

Future Directions for Health
in NSW – Towards 2025

•

Rights, Respect and Responsibility – justice,
community involvement, citizenship
Delivering Better Services – health, education and
transport.
Fairness and Opportunity – social justice,
disadvantage.
Growing Prosperity Across NSW – productivity and
economic growth.
Environment for Living – housing and jobs,
environmental protection, arts and recreation.

The State Health Plan Towards 2010: A New Direction
for NSW
•
•
•
•

To keep people healthy
To provide the health care that people need
To deliver high quality services
To manage health services well.

AHS Strategic Plans

Figure 1: NSW Government Policy Documents Relevant to this Study
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1.1.2

Strategic Directions Within the State Plan and State Health Plan

The State Plan focuses on five areas of activity within the NSW Government (2007):
•

Rights, respect and responsibility – the justice system and services that promote
community involvement and citizenship;

•

Delivering better services – key services to the whole population including health,
education and transport;

•

Fairness and opportunity – services that promote social justice and reduce
disadvantage;

•

Growing prosperity across NSW – activities that promote productivity and
economic growth, particularly in rural and regional NSW; and

•

Environment for living – planning for housing and jobs, environmental protection,
arts and recreation.

Two of these areas are relevant to this study. First, within the Delivering Better Services
area (NSW Government 2006), there is a goal titled Healthy Communities that includes a
number of priorities for which NSW Health is the lead agency:
•

Improved access to quality health care:

•

Improved survival rates and quality of life for people with potentially fatal or chronic
illness through improvements in health care; and

•

Improved health through reduced obesity, smoking, illicit drug use, and risk
drinking.

This study focuses on the third goal. The other two goals relate to health care, and the
provision of quality care, whereas the third relates specifically to health promotion, as it is
about reducing the prevalence of disease risk factors, rather than treating the disease
when it has occurred.

Health promotion is a strategy for improving the health of the population by providing
individuals, groups and communities with the tools to make informed decisions about their
wellbeing. Moving beyond the traditional treatment of illness and injury, health promotion
efforts centre primarily on the social, physical, economical and political factors that affect
health, and include such activities as the promotion of physical fitness, healthy living and
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good nutrition. Emphasis is placed on collaborative work with other sectors (Public Health
Agency of Canada 2003).

Kingdon (1995) has proposed a model for how issues reach the policy agenda, arguing
that it occurs when three “streams” are linked: 1) the problem stream which provides
evidence of the nature of the problem; 2) the policy stream, which comprises the various
proposals, strategies and initiatives to tackle the problem; and 3) the politics stream which
consists of party politics and other forces such as lobby groups. Once the three streams
flow together, policy change is possible.
The health promotion issues of obesity, risk drinking, illicit drugs and smoking have
reached the policy agenda at the State Government level, as evidenced by the clear
articulation of these as priorities in the State Plan. In addition to these particular health
promotion issues, further issues such as oral health and falls prevention in the elderly have
reached the policy agenda for the health portfolio at the State level, as evidenced by their
inclusion in the State Health Plan.

Within the Fairness and Opportunity activity area of the State Plan, there is a key priority
titled Embedding Prevention and Early Intervention into Government Services. To embed
this principle into the core workings of Government, the State Plan asserts that the
Government needs to do two things: 1) establish a sound early-intervention and prevention
policy framework to guide policy-makers, program designers and decision-makers; and 2)
shift resources to support early intervention and prevention within Government agencies
(NSW Government 2006).
As mentioned previously, the State Health Plan identifies health priorities over the next five
years based on seven strategic directions, which it describes as mirroring those in the 20year Futures Plan (NSW Department of Health 2007a):
1. Make prevention everybody’s business.
2. Create better experiences for people using health services.
3. Strengthen primary health and continuing care in the community.
4. Build regional and other partnerships for health.
5. Make smart choices about the costs and benefits of health services.
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6. Build a sustainable health workforce.
7. Be ready for new risks and opportunities.

Importantly, the NSW Department of Health (2007a, p.3) articulates that “these priorities
will be reflected in planning processes at both state-wide and local Health Service levels”.

The health promotion relevant component of the State Health Plan is largely within the
direction, “Making prevention everybody’s business”. The State Health Plan describes
what the public health system will do in this regard, and includes commentary on programs
related to: health improvement, reinvestment, immunisation, child health and wellbeing,
mental health, obesity, chronic disease, urban planning, oral health, sexual health,
tobacco, drugs and alcohol and healthy ageing. This is evidently far more comprehensive
than the State Plan, which only refers to smoking, obesity, alcohol and drug use.
However, while the State Health Plan contains commentary on this range of issues, only a
select number are described with a particular target. Consequently, this study will focus
only on those program areas where a specified target has been identified.

1.1.3

State Plan and State Health Plan Targets

Most goals of the State Plan incorporate specific targets. It has been suggested that
focusing institutional attention on performance indicators allows governments to impose a
policy agenda by embedding assumptions related to goals, values and purposes in the
selection and structure of those indicators (Jacobs & Manzi 2000).

The specific targets relating to the previously described priority areas and goals are:
(Delivering Better Services) Priority S3:
- Improved health through reduced obesity, smoking, illicit drug use, and
risk drinking.
Targets:
-

Continue to reduce smoking rates by 1% per annum to 2010, and then
by 0.5% per annum to 2016

-

Reduce total risk drinking to below 25% by 2012

-

Hold illicit drug use below 15%
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-

Stop the growth in childhood obesity by holding childhood obesity at the
2004 level of 25% by 2010. Then reduce levels to 22% by 2016.

(Fairness and Opportunity)Priority F4:
- Embedding Prevention and Early Intervention into Government Services

Target:

Produce the policy framework for early intervention by the end of 2006/7
and benchmark and set targets for agency performance by no later than
2008/9.

The targets for the first priority listed above are outcome measures, while the target
relating to prevention and early intervention is a process measure.
It is interesting to note that, at the time the State Plan was released by the NSW
Government, there was no similar release of a consolidated list of the current performance
against the target measures.

Table 1 provides the performance against the target

measures at the time the plan was released in late 2006, and what the expected
performance would be if targets were met.
Table 1: State Plan Targets Against Current Performance
Risk Factor

2006 performance
(a)

Smoking

17.7%

Risk Drinking

32.8%(a)

Illicit Drug Use

Childhood Obesity

Future expected performance
14.7% by 2010 and 12.7% by 2016
< 25% by 2012

12.1% in 2007

(b)

14.6% in 2004

(b)

24.1% in 2004(c)

< 15%

< or = 25% in 2010 and 22% in 2016

(a) Source: Centre for Epidemiology and Research (2009)
(b) Source: Australian Institute of Health and Welfare (2008a)
(c) Source: Booth et al. (2006).

To put these targets in context, it is appropriate to consider the trend data at the time the
State Plan was released. In regards to smoking, NSW had seen a declining prevalence of
smoking rates; in 1997 the prevalence was 24%, and had dropped to 20.1% in 2005 (the
year prior to the release of the Plan) (Centre for Epidemiology and Research 2009).
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Hence a target of a further 1% per annum reduction would be considered an ambitious,
but possibly realistic target.

In regards to risk drinking, NSW had similarly seen declining prevalence rates: in 1997 the
prevalence was 42.3%; this had dropped to 32.1% in 2005 (Centre for Epidemiology and
Research 2009).

Hence a target of a further reduction to 25% in another six years

appears ambitious but reasonable. As presented in Table 1, however, the target for illicit
drug use does not appear as ambitious as for smoking or risk drinking. Illicit drug use had
been declining in the years preceding the State Plan release; however, the target was to
hold it steady (although data available after the release of the Plan indicated further
declines).

Prior to the release of the State Plan, childhood overweight and obesity had been
increasing in NSW. In 1985, overweight and obesity was 11%; by 1997, it had increased
to 20% (Booth et al. 2006). For males, the rate of increase was considered to be speeding
up, and for females, the increase was considered steady or slowing (Booth et al. 2006).
Hence, against the context of the trend data, a target of holding the rate steady appears
ambitious, as does the further target, of a small reduction within a 10-year time frame.
Neither the State Plan nor any of the information available on the related website
(www.nsw.gov.au/stateplan) provided any commentary about how the targets were
formulated. This is not unusual, as Chomik and Frankish (1999) suggest that the adoption
of health goals as a strategy for population health promotion has occurred even though
few protocols or guidelines to support their development have been published. It is also
recognised that there is some criticism that targets may lead to a spurious priority being
given to easily measurable indicators, be dismissed as unrealistic and unattainable, and
represent an oversimplified description of policy (Smith 1991, cited in Elkan & Robinson
1998).
In regards to the State Plan priority area of “Embedding prevention and early intervention
into Government service delivery”, there was no data source; hence the process measure
was related to a policy framework and setting of targets into the future (presumably after
some benchmarking had been done). The State Health Plan, which, like the State Plan,
lies within the strategic direction of “Make smart choices about the costs and benefits of
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health services”, includes a commitment and associated target to increase the proportion
of the health budget directed to prevention and early-intervention strategies. It is evident
that there was no apparent data source available, as the State Health Plan says that
“NSW Health will commence collecting data on total expenditure on prevention and early
intervention with a specific focus on priority areas such as obesity and early childhood
programs” (NSW Department of Health 2007a, p.27).

An examination of the Australian Institute of Health and Welfare’s (AIHW) reports on public
health expenditure can put this increased investment in prevention/early intervention into
context. The AIHW regularly produces reports on public health expenditure, with public
health defined as “…the organised response by society to protect and promote health, and
to prevent illness, injury and disability. The starting point for identifying public health
issues, problems and priorities, and for designing and implementing interventions, is the
population as a whole, or population subgroups…Public health is distinguished from other
roles of the health system by its focus on the health and wellbeing of populations rather
than individuals. Public health programs are usually aimed at addressing the factors that
determine health and the causes of illness, rather than their consequences, with the aim of
protecting or promoting health, or preventing illness.…” (AIHW 2008b, p.1).
According to the AIHW (2008b), public health funding by states and territories from their
own sources was estimated at $713.6 million in 2006/07, compared with $670 million in
the previous financial year. In NSW specifically, the reported expenditure was $170.7m for
2005/6 and $170.1m in 2006/7 (AIHW 2008b). While this data imperfectly corresponds to
the measures outlined in the State Plan targets, it shows a slight decrease in public health
expenditure, as opposed to the desired increase. Perhaps more telling is that the AIHW
(2008b) reported that in the seven years from 1999/00 to 2005/06, the public health share
of total recurrent health expenditure has remained virtually constant at around 1.8% to
1.9% (AIHW 2008b).

Internationally, expenditure on prevention has been reported to

range from 0.6% (Italy) to 8% (Canada) (OECD 2005). Hence, the target set in the State
Plan, which seeks to increase investment in prevention activities, which public health
clearly is, is an ambitious one considering the trends in expenditure.

While the State Plan focuses on four health promotion targets (childhood obesity, smoking,
and alcohol and drug use), the State Health Plan puts forward additional targets related to:
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adult obesity, dental decay in children, adult and child immunisation rates and
hospitalisation rates for fall injuries.

The targets for these health promotion relevant

components in the “Prevention is Everybody’s business” strategic direction are:

-

Prevent further increases in levels of adult obesity, currently at 50%.

-

Increase the proportion of five year-old children without dental decay
(caries-free) from 70% in 2000 to 77% in 2010.

-

Increase the rate of influenza immunisation among people aged 65
years and over from 75% to 80%, and the rate of pneumococcal
immunization for that age group from 55% to 60%.

-

Improve and maintain the rate of children fully immunised at one year of
age above 90%.

-

Prevent further increases in hospitalisations for fall injuries among
people aged 65 years and over.

In further sections of the State Health Plan, such as the third strategic direction,
“Strengthen primary health and continuing care in the community”, there are a number of
targets relating to mental health, and targets for early intervention in antenatal care. Like
the State Plan, the State Health Plan does not describe how such targets were formulated.

1.2

THE HEALTH SYSTEM IN NSW

1.2.1

Background

As this study focuses on the NSW State Government, and in particular the health system
of NSW (including the Department of Health and AHSs), it is important to provide
comprehensive background information before discussing this study’s research aims and
objectives.

The self-described role of the NSW Department of Health in the “What We Do” section of
its website is to “support the executive and statutory roles of the NSW Minister for Health,
the Minister Assisting the Minister for Health (Cancer) and the Minister Assisting the
Minister for Health (Mental Health Services)” (NSW Health 2009a). NSW Health also
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reports that it monitors the performance of the NSW public health system and refers to the
State Health Plan as setting out strategic directions for NSW Health to guide the
development of the NSW public health system towards 2010 and beyond (NSW Health
2009a).
The term “NSW Health” refers to the Department of Health, AHSs, statutory health
corporations and affiliated health organisations. The chief executives of the AHSs are
accountable to the Director-General of the Department for the performance of their Health
Service (NSW Department of Health 2005a). The eight AHSs are responsible for health
service delivery in a wide range of settings. NSW public health services include more than
220 public hospitals; 500 community, family and children's health centres; and an
extensive range of other services including mental health, dental, allied health, public
health, Aboriginal health and multicultural health services (NSW Health 2009b).

1.2.2

Responsibility for Health Promotion in NSW Health

NSW Department of Health
The NSW Department of Health is administered through six main functional areas: Internal
Audit, Office of the Director-General, Executive and Ministerial Services, Strategic
Development, Population Health, Health System Quality, Performance and Innovation, and
Health System Support.

The responsibility for health promotion as described on its

website is mostly within the Population Health Division:
Population Health works with NSW communities and organisations to
promote and protect health and prevent injury, ill health and disease. It
monitors health and implements services to improve life expectancy and
quality of life. It develops, maintains and reports on population health data
sets, implements disease and injury measures, promotes and educates
about healthier lifestyles, and protects health through disease prevention
services and legislation…. (NSW Health 2009c).

It should be noted that other parts of the Department also include health promotion as a
strategy: for example, the Mental Health and Drug and Alcohol Office, which is in the
Strategic Development Division.
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Within the Population Health Division is the Centre for Health Advancement, the mission of
which is described as following:
Around one million people in NSW smoke. Over two-and-a-half million
adults are overweight or obese, as are a further two hundred thousand or
more school-aged children. Developing and delivering strategies to
address such risks to the health of our population is the responsibility of
the Centre for Health Advancement (The Centre).
…Unlike traditional clinical care that focuses on treatment of the
individual, health promotion has a population focus. Programs are proactive, community-wide and based on a systematic appraisal of the
available evidence to maximise the potential for positive health outcomes.
Health promotion planners must consider what policies and programs will
provide the community with the best value for their public health dollars,
and how best to reach those people who are most at risk….
The strategic priorities of The Centre are laid out in the NSW State Plan
and NSW State Health Plan and will be monitored through implementation
of Healthy People NSW: Improving the health of the population. (Centre
for Health Advancement 2008, p.5).

NSW AHSs
There are four metropolitan and four rural AHSs in NSW. The metropolitan are: Northern
Sydney/Central Coast (NSCC), Sydney South West (SSW), Sydney West (SW) and South
Eastern Sydney/Illawarra (SESI).

The four rural are: Greater W estern (GW), Greater

Southern (GS), North Coast (NC) and Hunter/New England (HNE).

All AHSs are

structured slightly differently; however, all have a Population Health, Planning and
Performance Directorate.

Within this Directorate, each AHS has a functional unit responsible for health promotion.
These units vary in size and reporting arrangements.

However, all have a

Manager/Director who attends regular forums conducted by the Department’s Centre for
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Health Advancement; hence, they are essentially the operational arm of the Department’s
health promotion function.

The aforementioned Centre for Health Advancement within the Department describes itself
as working closely with the health promotion teams across the eight AHSs to advance the
health of the NSW population (Centre for Health Advancement 2008). The role of the
Department’s Centre for Health Advancement and the Area Health Promotion Units is
described as follows:
The Centre undertakes activities that are appropriate for a state-wide,
centralised agency, such as the identification of health priorities, policy
planning, strategic partnerships and research and development. The
Centre also delivers state-wide initiatives such as mass media social
marketing campaigns, and plans and supports additional state-wide
programs.

Following the strategic lead set out by The Centre, AHSs deliver these
state-wide programs and undertake local programs designed to contribute
to the health priorities identified at the state level. In addition to this, AHSs
examine the needs of their local communities and deliver additional
programs specifically targeted to meet those local needs. For example, a
rural AHS may have a large population of Indigenous Australians,
whereas an AHS in metropolitan Sydney may have a strong focus on
multicultural health issues….

(Centre for Health Advancement 2008,

p.23).
As mentioned previously, the chief executives of the AHSs are responsible to the DirectorGeneral of the NSW Department of Health. Consequently, the staff reporting to AHS chief
executives do not have a reporting responsibility to relevant areas within the Department.
Rather, the sole accountability mechanism is through the chief executive to the DirectorGeneral.
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Chief executive performance agreements and funding of AHSs
The formal mechanism by which the NSW Department of Health manages the AHSs is a
Performance Agreement between the chief executive of the AHS and the Director-General
of the NSW Department of Health. These performance agreements include a range of
performance measures, with the areas of performance the same for each AHS. Results
against the performance measures are generally reported in each AHS’s annual report.
AHS Performance Agreements contain measures relevant to Health Promotion units within
AHSs. The measures are generally aligned with the State Plan and State Health Plan
targets; however, there may be additional measures.

For example, measures have

historically been included for population rates of fruit and vegetable consumption and rates
of physical activity.

In addition to the over-arching performance agreement, functional areas within the NSW
Department of Health may also establish performance agreements with AHS operational
counterparts. For example, the Department’s Deputy Director-General, Population Health
has in recent years had a population health performance agreement, signed by the Area
Director, Population Health, Planning and Performance and the AHS chief executive. The
most recent Performance Management Framework for NSW Health was released in late
2009 (NSW Health 2009d).
NSW AHSs are funded by the NSW Department of Health in the context of a Resource
Distribution Formula (RDF). The key purpose of the RDF is to guide the allocation of
funds from the NSW Department of Health to the geographically based AHSs. Populationbased funding principles are central to the construction of the AHSs’ budgets. Regard is
given to factors such as the size and health needs of the population, patient flows,
requirements for capital maintenance and expenditure and other such matters as by
regulation or as the Minister thinks fit (NSW Department of Health 2005b). AHSs can also
be provided with funds supplementary to their core RDF allocation for specific programs or
strategies. The proportional allocation for such activities is not always according to the
RDF. In addition, on occasion AHSs enter into competitive processes to secure funds
from the Department to implement a particular strategy (often the case for pilot programs).
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Within the annual Departmental allocation to each AHS, a specific amount is provided
under the title of Special Health Promotion. This is considered the core health promotion
funding for the AHS. In addition to this, the Department of Health may also supplement
the AHS budget for specific health promotion activities, or for a specific pilot program.
There is no explicit strategy aligned with the Special Health Promotion funds and no
required reporting on activities undertaken with these funds. Where the Department gives
funds for a particular program, generally increased accountability is required through
specific reporting.

Some AHSs also supplement the core Special Health Promotion

funding with their own funds for health promotion activities.
In the past the Department has made efforts to provide direction for the use of the Special
Health Promotion funds.

For example, the 2005/6 Population Health Service Level

Agreement between the Department and AHSs described the use of Special Health
Promotion funds for the purposes of primary prevention and health promotion, according to
an unpublished report by the Centre for Chronic Disease Prevention and Health
Advancement (2007). Central to the Agreement was that the funds were not transferable,
and were allocated providing the majority of funding was dedicated to the state-wide
primary prevention priorities of tobacco control, injurious falls among older people and
childhood obesity. The Agreement also specified that Areas give due consideration to
Aboriginal and Torres Strait Islander people and culturally and linguistically diverse (CALD)
communities (Centre for Chronic Disease Prevention and Health Advancement 2007).

However, despite the Population Health Performance Agreement in place, the Special
Health Promotion funds were not necessarily spent in accordance with its directions.
Discrepancies included: i) not all the funds were allocated to the Health Promotion units or
made available to them; ii) approximately 10 percent of the funds allocated were not spent;
and iii) there was considerable variation in the proportion of the allocation directed to the
priority areas (Centre for Chronic Disease Prevention and Health Advancement 2007). In
the absence of a current Population Health Service Level Agreement, there are no current
data available on the allocation of health promotion funds at the Area level.
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1.3 NSW HEALTH SYSTEM IN CONTEXT AT THE TIME OF THE STUDY

The previous sections have outlined the structure, governance and funding of health
promotion, and the strategic directions of the NSW health system.

It is, however,

important to give some context of the time in which this study was conducted.

NSW Health is very large and very complex; if it were a publicly listed company, it would
probably be the 15th-largest company in Australia (Garling 2008). In NSW, more people
are using public hospitals than ever before, at a rate of increase greater than the increase
in the population. Among these patients are more elderly people, often with complex and
chronic conditions that require longer stays in hospitals and specialised care to treat them
(Garling 2008). Changes in the demographics of NSW also mean that the population no
longer lives where hospitals were built, and the workforce required to serve the population
is not evenly distributed.

Further, the cost of treatment is rising, particularly due to

technological advances.

The NSW health system is often referred to as being in “crisis”; overwhelmed with demand
and suffering from considerable resource constraints. One report provides a contextual
snapshot:
On a typical day for NSW Health across the state of NSW, there will be:
•

an ambulance responding to an emergency 000 call every 30 seconds;

•

6,000 patients arriving at emergency departments seeking treatment;

•

4,900 new people being admitted as in-patients at hospitals;

•

17,000 people occupying hospital beds of whom 7,480 are over 65 years old;

•

7,000 separate procedures performed; and

•

$34 million spent on providing care in public hospitals and for the health of the
people of NSW.

(Garling 2008, p.1).

Prior to the State Plan and State Health Plan, the NSW health system had undergone
major reform in 2004/5 by way of amalgamations of AHSs. In July 2004, it was announced
by the then-Minister for Health, Morris Iemma, that the 17 AHSs would be amalgamated
into eight larger ones on 1 January, 2005 (Iemma 2004).
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The rationale for the

amalgamations was that the new Area boundaries were developed to meet current and
future health needs; the key principle underpinning the reforms was that more of NSW
Health's resources should be spent on direct patient care and less on administration
(Iemma 2004).
Growing costs and budgetary deficits are not unique to NSW, or Australia, for that matter.
These are considered crucial issues for health system reforms in many countries (Rutten
et al. 2003). Even so, while experts and policy-makers stress the limited advances offered
through medical care, and emphasise the importance of prevention and health promotion,
in most countries only limited efforts have been made to implement such policies. Rutten
et al. (2003) provide a German example, where 4.5% of the total expenditure on health is
spent on prevention and health promotion (Federal Statistical Office Germany 2002).
Similarly, “much lip service has been paid to health promotion in Canada; however, the
health care system in Canada has remained largely hospital-centred and focused on acute
care” (Low & Theriault 2008).

It is well recognised that the structure of the health system means that funding for
hospitals dominates the policy agenda (Lin & Fawkes 2007). The new AHS structure was
aimed at reducing administrative duplication and inefficiencies and improve consistency in
the way health services were delivered. The Government asserted that the new structure
would facilitate corporate-service reform, which would free up $100m annually to be
reinvested in additional frontline health services (Iemma 2004). This reform points to
important contextual elements. The first is the resource constraints facing the system, and
the need for more resources for frontline health services. A second is the enormous
change that AHSs underwent just prior to the release of the State Plan and State Health
Plan. Such structural change is often poorly managed in the public sector, and identified
as a cause of stress for health service employees (Gauld 2003).

One of the key reforms that came with the amalgamations included the establishment of
the health executive service. This made the Director-General, as the head of the Health
Administration Corporation, the employer of AHS chief executives, and hence responsible
for their appointment, performance review and termination. Minister Iemma (2004), in his
second reading speech for the Health Services Amendment Bill in Parliament advised that
the performance of the chief executives was pivotal to the fulfillment of the duties and
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responsibilities of public health organisations, including the achievement of targets and
objectives set in the performance agreements with the Director-General. This perhaps
also points to another important contextual element of the NSW public health system - an
increasing focus on and scrutiny of chief executives meeting performance targets, and the
possible consequences (i.e., termination) if they do not.

In late 2008, the final report of the Special Commission of Inquiry into Acute Services in
NSW Public Hospitals by Peter Garling SC, known as the Garling Inquiry, was released.
The final report stated:
In the months before and since this Special Commission of Inquiry
commenced, there has been public disquiet over the state of the NSW
hospital system. This has been the result of highly publicised incidents
which cast doubt in the public mind on how safe our public hospitals were
and whether the quality of care they provided was what patients and their
families and friends were entitled to expect.
(Garling 2008, p.1)
This statement captures two further important contextual elements in considering the NSW
public health system - that there is “disquiet” and it is highly “publicised”; the latter refers to
“alarming reports which regularly appear in the media” (Garling 2008, p.2).

Van Der

Weyden (2009) provides a sample of the tenor of hospital-related media headlines:
•

“Packed hospitals cause 1500 deaths” (Wallace & Metherell 2008, as cited in Van
Der Weyden 2009);

•

“Public hospitals on ‘brink of collapse’” (Wallace & Smith 2008, as cited in Van Der
Weyden 2009);

•

“Sick opt to walk out of hospitals — long delays in emergency wards” (Medew
2008, as cited in Van Der Weyden 2009);

•

“Longer wait for elective surgery” (Hall 2008, as cited in Van Der Weyden 2009);
and

•

“Westmead doctors seek boss’s removal” (Robotham 2008, as cited in Van Der
Weyden 2009).
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In addition to the seemingly continual media scrutiny of the system, in NSW there have
been three high-level inquiries into public hospitals over the past decade: the Walker
Special Commission of Inquiry into Campbelltown and Camden Hospitals in 2003; a NSW
Parliament Joint Select Committee convened in 2007 to conduct an inquiry into the quality
of care of a patient who had a miscarriage in the emergency department toilets at Royal
North Shore Hospital in 2008; and the aforementioned Garling Inquiry.

All of these

inquiries have focused on the acute care system, with no similar scrutiny or media or
political attention placed on the upstream health promotion or prevention component of the
system.
The NSW health system at the time of this study was characterised by: i) its resource
constraints; ii) the considerable structural change it has undergone in recent years; iii) the
demand for more frontline acute services; iv) the scrutiny of performance by the media;
and v) the common, and highly publicised, perception of public disquiet. None of this
augurs well for a system that, according to its stated strategic directions, seeks to increase
focus and investment on health promotion and prevention of illness and disease. While
the discourse of population health has become increasingly incorporated into
governmental health policy debate, Tenbensel et al. (2008) suggests many commentators
argue that it has had limited impact. Further, in considering the politics of health policy,
Oliver (2006) suggests that interests defending the status quo tend to be more powerful
than reformers, as they are usually the winners of prior policy contests and have rigged the
rules of the game in their favour. In summary, Lin and Fawkes (2007) describe health
promotion as a field not figuring strongly in the public health landscape in this country, with
health ministers unable to reconcile their interest and commitment to health promotion with
the pressure to attend to crises in the acute health system.
Since the data was collected for this study, significant national reforms have been
announced for the health system. The Council of Australian Governments (COAG) at its
meeting on the 19-20th April 2010, with the exception of Western Australia, reached an
historic agreement on health and hospitals reform: the establishment of a National Health
and Hospitals Network. According to COAG this represents the most significant reform to
Australia’s health and hospitals system since the introduction of Medicare, and one of the
largest reforms of service delivery in the history of the Federation (COAG 2010a). This
reform will be considered in Chapter Five: Discussion, but it does not affect the data
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collection and analysis for this study which occurred before the announcement of the
reforms.

1.4

AIMS AND SIGNIFICANCE OF THE STUDY

1.4.1

Aims of the Study

The State Plan and State Health Plan have set a very clear direction for the NSW health
system. How these “top-down” policies are to be implemented, and their targets achieved,
is less clear. Bridgman and Davis (2004) point out that centralised decision-makers will
rarely consider the policy implementation instruments in great detail, leaving discretion to
individual ministers and agencies. The proposed research will seek to describe how this
discretion is being exercised in NSW AHSs: that is, the impact of these top-down health
promotion policies in AHSs and how they are being implemented “on-the ground” across
NSW.
Accomplishment of the plans is not expected for many years, and hence the study does
not seek to report on whether the AHSs have achieved the specified outcomes. Instead, it
examines the implementation process as policies within NSW AHSs.

Identifying

implementation challenges and examining policy implementation are important given that
policy effectiveness may be determined by implementation (Hogwood & Gunn 1984;
Gerston 2004).
Research on policy implementation within health systems, and more specifically health
promotion, has not focused on the implementation process (Riley, Taylor & Elliott 2003).
According to Riley, Taylor and Elliott (2003), understanding the implementation process
within a health system is vital to facilitating efforts to enhance implementation and advance
the primary prevention of chronic disease. This is particularly the case because indicators
(such as those in the State Plan and State Health Plan) are of much less use in
understanding how interventions and implementation processes influence results
(Freeman 2002). Indicators cannot show why results are obtained or otherwise, which is
what is required to inform policy and program modifications (Blalock 1999).
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Specifically, the aims of this study are to:
i)

Appraise and critically review the implementation of the health promotion
components of the State Plan and State Health Plan in NSW AHSs;

ii)

Identify what has facilitated implementation within NSW AHSs;

iii)

Identify what has hindered implementation within NSW AHSs;

iv)

Appraise and critically review differences and similarities between NSW AHSs
with regard to these facilitating or hindering factors; and

v)

Provide recommendations to enhance current implementation efforts and the
future development and implementation of similar policies.

1.4.2

Significance of the Study

This study is significant for a number of reasons.

First, as the literature review

demonstrates, little macro-policy implementation research has been conducted in
Australia.

The study therefore contributes to understanding the degree to which

international theories and results transfer to the Australian context.

Oldenburg et al.

(1999) reviewed health promotion research and found that only 5% of published studies
focused on institutionalisation or policy implementation research; they concluded that most
research reported on efforts directed at behaviour change in individuals or small groups,
rather than research into social, environmental, ecological or policy approaches.
Further, the particular policy situation that is the focus of the study, wherein a central
agency (in this case the NSW Department of Premier and Cabinet) has released a policy
with implications for local agencies (in this case AHSs), is also a unique aspect to be
explored. Studies on process and evaluation of health policy from the perspective of those
making and shaping policy, as well as from the perspective of those upon whom policy is
directed, is rare according to Luschen et al. (1995, cited in Rutten et al. 2003).

Second, the timing of this particular study is a significant feature. Implementation research
generally occurs after the fact, and attempts only to derive lessons for future
implementation.

Deriving lessons while there is still time to implement them in the

situation under study, is much rarer and arguably more useful. The State Plan and State
Health Plan are recent events with lengthy implementation times that extend well beyond
the fieldwork of the study. Hence, this study in NSW may benefit the field not only by
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contributing new knowledge, but also by having immediate practical application.
According to Paul-Shaheen (1990), adaptation based on feedback may enhance the
opportunity for success, with adaptation creating a better fit between the desired policy
option and the environment in which it must be implemented.

Third, this study provides the opportunity to use a triangulated methodology that is not
common in implementation research. The Literature Review and Methodology chapters
will demonstrate that while case study methodology is generally applied to implementation
research, the quality and variety of data sources within case study parameters is not
consistent.

There appears to be considerable opportunity to further expand the

triangulated research methodology, not necessarily through more data sources, but
perhaps better-quality, and more consistently collected and analysed ones.

Finally, while there are very specific aspects that make this study significant, there is a
basic rationale why implementation research is still a valid endeavour after many years.
Representative governments still exist whose translation of policies into practice is a
challenge and a legitimate concern.

The need to understand implementation challenges

is no less vital today than previously. This field of research has endured because of the
importance of implementation phenomena in all spheres of society. Studies such as this
can be instructive to those wishing to improve the quality of public policy decisions and
their resultant programs at both the state and local level (Paul-Shaheen 1990).

1.5

RESEARCH QUESTIONS

The research questions for this study are best organised under its aims:
AIM:

To appraise and critically review the implementation of the health promotion
components of the State Plan and State Health Plan in NSW AHSs.

RESEARCH QUESTIONS:

34

•

What did AHSs do in anticipation of the release of the State Plan and State Health
Plan?

•

What changes have AHSs made to budget, staffing, programming and other
resources in response to the State Plan and State Health Plan?

AIM:

To identify what has facilitated implementation within NSW AHSs.

RESEARCH QUESTIONS:
•

What factors have facilitated implementation within NSW AHSs?

•

Are these factors internal or external to each AHS?

•

Could these factors be enhanced further to improve implementation?

AIM:

To identify what has hindered facilitation within NSW AHSs.

RESEARCH QUESTIONS:
•

What factors have been barriers to implementation within NSW AHSs?

•

Are these factors internal or external to each AHS?

•

How could these factors be avoided or reduced?

AIM:

To appraise and critically review differences and similarities between NSW AHSs
with regard to the above questions.

RESEARCH QUESTIONS:
•

What are the differences and similarities in implementation between AHSs, and in
the factors that facilitate or hinder implementation?

•

What characteristics of AHSs appear to be relevant to implementation?

It is anticipated that in answering these questions through the application of appropriate
methodologies, the research will provide recommendations to enhance current
implementation efforts and the development and implementation of similar policies. It is
also anticipated that at least some of the results could be generalised to the
implementation of other government policies.
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1.6

CHAPTER SUMMARY

This chapter has described the NSW Health system in both structure and context, and
described the State Plan and the State Health Plan. Health promotion is tasked to a
distinct organisational entity at both the NSW and Area levels, with the Department’s
Centre for Health Advancement responsible for overall health promotion policy and
coordination. While AHSs receive earmarked funding for health promotion, there are no
routine systems that require Areas to account for these funds and Areas are free to invest
additional resources if they wish.

Both the State Plan and the State Health Plan commit NSW Health to increasing
resources for health promotion and to targeting health promotion resources to address
specified health risk factors. However, it is evident that contextually, there is intense
scrutiny and focus on the acute care component of the health system.

The two plans, and the commitments they contain, define the “intervention” that this study
is investigating. Specifically, this study aims to understand the impact of these top-down
plans on the ground in AHSs and to provide recommendations to enhance current
implementation efforts and the future development and implementation of similar policies.

Chapter Two considers the concept of “policy”, such as the State Plan and State Health
Plan, from a theoretical perspective, and illustrates the models that have formed the
conceptual framework for this study.

Chapter Two also provides examples of how

previous research into policy implementation has been done by other authors, its results,
and includes commentary on the limitations of this previous research.
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CHAPTER TWO: LITERATURE REVIEW

2.0

INTRODUCTION

As described in the previous chapter, this study considers the policy implementation
process for the NSW State Plan and State Health Plan in NSW Area Health Services
(AHSs). Consequently, this chapter provides a high-level overview of public policy, and
the common theoretical models of policy implementation processes. It is recognised that
often the terms “policy” and “strategy” are used interchangeably when referring to the
public sector. Hence, where relevant, commentary on “strategy” is also included in the
discussion on “policy”.

This chapter then goes on to explore how other authors have approached policy
implementation studies, and the general findings of policy implementation research. More
specifically, literature is also presented that relates to the findings of policy implementation
studies in health settings.

The gaps and weakness of previous research are also

discussed, particularly in the context of opportunities for the conduct of this study.

Finally, the chapter provides a conceptual framework that organises the theory and
literature into an underpinning framework for both the design and conduct of this study.

2.1

PUBLIC POLICY

2.1.1

The Concept of Public Policy

There is no one definition of public policy. Policy is commonly used as a label for a field of
activity (for example, foreign policy), or as an expression of general purpose or a desired
state of affairs - or it can be a specific proposal or decision of government. Policy can be
the implicit or explicit intentions of government (Barrett & Fudge 1981), and can also be
used to describe a formal authorisation (for example, legislation), or a program of activity
(Hogwood & Gunn 1984). Stewart (1999) described policy itself as a strategic issue, being

37

both a means to an end (for example, achieving a medium-term priority setting process)
and an end in itself (for example, constructing a reporting information system).

The term “public policy”, put simply, can be whatever governments choose to do or not do.
Public policy can refer to very specific choices, yet also embraces general directions and
philosophies of government (Bridgman & Davis 2004). Policy and strategy have been
described (Stewart 1999) as the “what to do”, with the ‘”how to do it” being management
and operations. Kearns (2000) stated that there is no escaping that formulating a strategy
for an organisation is in effect, making and advocating policy.
Other authors have, however, made a distinction between policy and strategy.

For

example, Eadie (1983, as cited in Joyce 1999) suggested that politicians may make
policies, and managers may in turn use strategies to ensure the policies’ their effective
implementation. Alternatively, strategy may be seen as an overarching idea that provides
a framework for policy making (Joyce 1999).

The distinction between policy and strategy is not considered significant for the purposes
of this study. The State Plan, A New Direction for NSW and The State Health Plan
Towards 2010 can be considered examples of public policy or government strategy. The
significance for this study is the focus on what has happened in response.

2.1.2

Policy Process

Davis et al. (1993) suggested that Australian academics have given up on the definitional
debate over what policy is to get on with substantive policy work. A substantial body of
theory now considers not what policy is, but rather what it entails. Barrett and Fudge
(1981) described the complex elements of the policy process as: 1) an environmental
system, from which demands and needs arise and upon which policy seeks to have an
effect; 2) a political system in which decisions are made; and 3) an organisational system
through which policy is mediated and executed. Within this complex system sits the
common theory of the policy cycle. According to Colebatch (1998), the policy process
represents an endless cycle of policy decisions, implementation and performance
assessment. Other authors have presented similar policy cycles, albeit with more steps
(for example agenda setting, policy formulation, decision-making, implementation and
evaluation) (Howlett & Ramesh 1995). It should be recognised that the context for the
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policy or strategy process includes the external: the mandate that is sought and
established through the electoral process (Stewart 1999).
proceeds to take “actions” and makes “policy”.

The elected government

The internal context, Stewart (1999)

suggested, is set by the strategic management and operations environment. This is the
“how to do it” of the organisation’s strategy, which is determined by governance
arrangements, along with the organisational capacity of the department/agency (Stewart
1999).
Hogwood and Gunn (1984) suggested the policy process has the following nine stages: 1)
deciding to decide (agenda-setting); 2) deciding how to decide; 3) issue definition; 4)
forecasting; 5) setting objectives and priorities; 6) options analysis; 7) policy
implementation, monitoring and control; 8) evaluation and review; and 9) policy
maintenance, succession or termination.

Bridgman and Davis (2004) put forward an

Australian policy cycle with eight parts: 1) identify issues; 2) policy analysis; 3) policy
instruments; 4) consultation; 5) coordination; 6) decision; 7) implementation; and 8)
evaluation.

There are doubts, however, about the extent to which the policy process can be neatly
segmented into discrete stages.

The stages metaphor has been accused of

oversimplifying and thus also misrepresenting a more complex and recursive policy
process (Saetren 2005). Indeed, Bridgman and Davis (2003), the authors of the Australian
policy cycle, acknowledged that their policy process as a cycle is a toolkit rather than a
theory.
Notwithstanding the possible oversimplification, and acknowledging that there are slight
variations in these policy process frameworks, a key commonality is an implementation
stage. Relating these cycles to the recently released NSW Government State Plan and
State Health Plan reveals that in these plans, the stages prior to implementation have
been either completed or bypassed, and the current phase is implementation.
Stewart (1999, p.73) provided a diagram (Figure 2) illustrating the analogues between a
simple corporate strategy process (planning, formulation and resource allocation,
implementation and evaluation) and a complex policy cycle. It should be recognised that
that there is no single strategy/policy process, as some policies will skip stages, go
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backwards, or stop completely; rather, each process is determined by the nature of the
issue (Stewart 1999) .

Evaluate policy
advice and
analysis
Internal/external
consultation
Federal/state
relations
Performance
data in
Assess
regulatory
instruments

Evaluate use
of instruments

Examine policy
success
Policy design

Evaluation

Problem/issue
emerges
Pressure to act
Set objectives
Strategic
Assess structures

Planning

Strategy
Implementation

Formulation
and resource
allocation

Assess risk
Contract and/or
performance
indicators

Political testing
advisers

Information/
research
Agenda management
Initial drafting
Central agencies

Deliver
options

Internal/external
consultation

Policy decision

Figure 2: Strategic Approach to Policy (Stewart 1999, p.73).
When a government has made its decision, as with the current situation in NSW with the
release of the State Plan and State Health Plan, the policy cycle generally moves to
implementation. According to Bridgman and Davis (2004), people are informed of the
choice, policy instruments are created and put in place, staff instructed, services delivered
and money spent. This, however, is all theory. The gap between intention and outcome
may be large (Bridgman & Davis 2004). Schofield (2001) suggested that a decade of
academic research on “new public management” has paid much attention to policy design,
and policy evaluation, but less to how policy is put into effect.

Implementation is a

significant component of the policy process, and if formulation and implementation become
divorced in this process, it can be argued that policies become merely symbolic
(Matthews, Jackson Pulver & Ring 2008).
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2.1.3

The History of Policy Implementation

Scholars argue that the policy-formulation and implementation process is a chain of
events; however, it would appear that there is some disagreement on when the
implementation process begins and ends (Barrett & Fudge 1981).

Regardless of the

parameters around the implementation process, theoretical investigations suggest that
program failure most often occurs because policy choices create a problem in
implementation, which interrupts the chain and precludes the accomplishment (NicholsonCrotty & Nicholson-Crotty 2004). Accomplishment of the State Plan and State Health Plan
is not expected to be realised for many years, and hence this study does not seek to report
upon whether the AHSs have achieved the specified outcomes. Instead, it examines the
implementation process of the State Plan and State Health Plan as policies within NSW
AHSs. Some authors suggest that producing policies in Australia does not appear to be
problematic; however, the rolling out and implementing of policies does (Matthews,
Jackson Pulver & Ring 2008).
Studies of policy implementation intersect between public administration, organisational
theory, public management research and political science (Schofield & Sausman 2004).
The benefit of an implementation perspective according to Schofield (2001), is that it
allows the analyst to transcend the distinction between politics and administration. This
distinction has been polarised between political science research on the one hand and
public administration and management research on the other. The research and theory in
this multi-disciplinary field is extensive. Saetren’s (2005) study of the extent of the field of
literature identified over 7,000 books, chapters, journal articles and doctoral dissertations
on the subject. In particular, health is one of the most common policy implementation
issues explored, with other common areas being education, environment, and social and
economic issues (Saetren 2005).

This large field of policy analysis is certainly not new, dating back a number of decades.
Over 20 years ago, Hogwood and Gunn (1984) reported that there had been an increased
interest over the twenty years before their study in the analysis of policy. Specifically,
since the early seventies there has been a surge of literature dealing with implementation
as a key element in the study of public policy (Hogwood & Gunn 1984).

Barrett (2004)

went on to describe the late 1960s and early 1970s as a period of “growing concern” about
the effectiveness of public policy and governance.
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Observations of what appeared to be policy failure, in other words, the lack of evidence
that the design and implementation of public policy produced fundamental or lasting
chance – became a research focus for many. Hogwood and Gunn (1984) described policy
effectiveness as being put at risk by one or more of three causes: bad execution, bad
policy, or bad luck. Many studies have since concentrated on the failure of policy at the
implementation stage due to a combination of the three causes or factors (Chalmers &
Davis 2001).
Pulzl and Treib (2006) presented a history of policy implementation, pointing out that
Goggin et al. (1990, cited in Pulzl & Treib 2006) suggested three generations of
implementation research. The first emerged in the United States in the 1970s due to
concerns over the effectiveness of wide-ranging reform programs. (Other authors, such as
Saetren (2005) however, point out that there was implementation research as early as the
1950s, but done under another label).

This first generation of implementation studies was characterised by a pessimistic
undertone fuelled by a number of case studies of implementation failure (Pulzl & Treib
2006). Studies at this time tended to show that in spite of the plethora of policies and
plans, performance more often than not still seemed to fall short of expectations (Barrett
2004). Key examples of these include Derthick (1972), Pressman and Wildavsky (1973),
and Bardach (1977) (all cited in Pulzl & Treib 2006). This generation of implementation
research is regarded as having raised awareness of the issue in the wider scholarly
community and general public (Pulzl & Treib 2006). It has however, also been criticised
for failing to produce real models to improve the predictability of policy outcomes (Linden &
Peters 1987, cited in Schofield 2001).

Concern then shifted from the “what” of policy outcomes to the “why” of perceived policy
failure, and to focus on the actual process of translating policy into action: the process of
implementation (Barrett 2004).

It was during the second generation that a range of

theoretical and hypothetical frameworks for implementation were put forward, with
Schofield (2001) describing the literature in this time as more analytical.
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Pulzl and Treib (2006) suggested that the period was marked by academic debates
polarised between “top-down” and “bottom-up” approaches to the implementation process
(Barrett 2004). Saetren (2005) went as far as saying that this entrenched and prolonged
debate frustrated many scholars to the extent that they exited the whole research
enterprise. A criticism of the second generation is that it contained too many case studies
and not enough validation and replication (Schofield 2001).

The third generation then tried to bridge the gap through incorporating insights from both
“camps” into theoretical models (Pulzl & Treib 2006). The unifying approach also sought
to apply a different research methodology, using multiple locations and observations and
more than one case study, and paying greater attention to longitudinal studies than the
first and second generation models (Schofield 2001). The varied theoretical frameworks
are described in the following section.

2.2

POLICY IMPLEMENTATION MODELS AND THEORY

2.2.1

Top-Down Policy Implementation

Top-down policy implementation theories assume that policy implementation starts with a
decision made by government. Pressman and Wildavsky’s (1973) early work assumed
that central policy makers set out policy objectives, and implementation implied the
establishment of adequate bureaucratic procedures to ensure accurate execution of policy.
In this model, policy, once formulated and legitimated at the ‘top’ or centre, is handed in to
the administrative system for execution, and successively refined and translated into
operating instructions as it moves down the hierarchy to the operative at the ‘bottom’ of the
pyramid (Barrett 2004).

Other authors, such as Van Meter and Van Horn (1975), put forward more complex
models, incorporating variables that shape the relationship between policy and
performance. Specifically, Sabatier and Mazmanian’s (1979) model included six criteria
for effective implementation: 1) policy objectives are clear and consistent; 2) the program
is based on a valid causal theory; 3) the implementation process is structured adequately;
4) implementing officials are committed to the program’s goals; 5) interest groups and
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(executive and legislative) sovereigns are supportive; and 6) there are no detrimental
changes in the socioeconomic framework conditions.

Barrett (2004) suggested that the polarised debate between the top-down and bottom-up
models, was associated with differing values and disciplinary perspectives on the role of
policy in governance.

The top-down model was reflected in traditional structures of

governance and public sector organisation, where politics and administration are
separated, and coordination and control is achieved through authority and hierarchy.
According to Sinclair (2001), significant studies in the top-down tradition have examined
the importance of a policy’s causal theory, the clarity of its objectives, and the levels of
resources devoted to carrying out the program as key factors that shape implementation.
The role of implementation studies within this framework is to identify the causes of
implementation problems, and suggest ways of enhancing compliance with policy
objectives. One criticism of this approach is that it treats implementers as “agents” for
policy makers and tends to play down issues such as power relations and conflicting
interests and value systems between individuals and agencies responsible for making
policy and those responsible for taking action (Barrett & Fudge 1981).

2.2.2

Bottom-Up Policy Implementation

Bottom-up theories emerged in the late 1970s and 1980s, according to Pulzl and Treib
(2006), as a critical response to the top-down theories. This research rejected the idea
that the central level defines policies and that implementers need to stick to these
objectives neatly. Rather, the bottom-up theorists suggested that discretion at the stage of
policy delivery was beneficial. Studies in the bottom-up paradigm have emphasised the
role of street level bureaucrats, and the importance of minimising disconnections between
social problems and designed policies (Sinclair 2001).

Key bottom-up researchers include Lipsky (1971), Elmore (1980) and Hjern (1982) (all
cited in Pulzl & Treib 2006). Bottom–up theories suggest that implementation should be
regarded as an integral and continuing part of the policy process, rather than an
administrative follow-on. Further, it should be seen as a policy-action dialectic involving
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negotiation and bargaining between those seeking to put policy into effect and those upon
whom action depends (Barrett 2004; Barrett & Fudge 1981).

During the 1970s and 1980s there was a growing body of literature describing “street-level
bureaucrats” (for example, Lipsky 1980); this literature explored the existence and nature
of discretionary power, or scope for action, in organisational settings. It also explored the
way this discretion was being used by front-line policy implementers either to develop
coping mechanisms in the absence of clear policy rules, or to negotiate policy modification
in action (Barrett 2004).

2.2.3

Third-Generation Policy Implementation

The third generation of implementation models emerged during the 1980s (Barrett 2004),
and tried to bridge the gap between the top-down and bottom-up approaches.

This

approach sought to explain why behaviour varies across time, policies, units of
government, and by predicting the type of implementation behaviour that is likely to occur
in the future (Goggin et al. 1990, cited in de Leon & de Leon 2000). During this time, the
goal of third-generation research was to be more scientific (Goggin et al. 1990, cited in
Pulzl & Treib 2006), with promoters of this perspective seeking to catalyse sustained
empirical investigation (O’Toole 2000); hence there was greater emphasis on the
specification of hypotheses and producing empirical observations to test them (Pulzl &
Treib 2006). Third generation models endorsed the use of multiple measures and multiple
methods (O’Toole 2000).

It is noted, however, that only a few studies have actually followed this path (Sinclair
2001). One of the early promoters of the third generation perspective has reflected that
there was no sustained interest, probably due to the “intimidating standard” designed into
the vision of third-generation research (O’Toole 2000, p.272). This ‘standard’ suggested
by Goggin et al. (1990, cited in O’Toole 2000) was for implementation studies to involve
numerous variables and variable clusters across policy types and locations, and over at
least 10 years with annual observations. O’Toole (2000) suggested that these constraints
imposed an unrealistic set of requirements, and that executing the agenda partially is a
more feasible objective.
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2.2.4

New Public Management

In the 1990s business management language and ideas replaced the discourse of public
administration (Barrett 2004). Known as “new public management”, this trend had as its
main thrust to bring the public sector into line with assumed private sector efficiencies
through performance management, corporatisation and in some cases privatisation
(Gallop 2007).

Concepts of strategic management were embedded in planning and

policy-making, and change management and performance targets superseded concerns
about implementation. During this time, the public service itself changed. Quasi-market
competition was introduced, professional services contracted out, and performance-related
pay and short-term contracts introduced (Barrett 2004). The combination of increased
policy centralisation and agency decentralisation reinforced the separation and distance
between politics and administration, according to Barrett (2004). This, in turn, reasserted
the dominance of top-down, coercive process models of policy implementation, and of
“performance” as conformance with policy targets.

Barrett (2004) reported that in this new policy construction there was perhaps less
perceived need for implementation studies, as supposedly the reform in the public services
had addressed the key problems of implementation failure, such as lack of clear
objectives, resource availability and control over implementing agencies. Managers were
seen as responsible for putting policy into effect, and also seen as being to blame if things
went wrong (Barrett 2004). Success or failure was judged on the basis of meeting pre-set
policy targets.

Chalmers and Davis (2001) suggested however, that the policy implementation literature
makes depressing reading, as analysis suggests that most policies fail to meet their
original objectives.

The lessons of the implementation literature are straightforward:

successful policy making is difficult and its challenges are exacerbated by complexity.
“Human services will always be the most difficult case” (Chalmers & Davis 2001, p.84).
Health is one of the most complex human services, and hence arguably presents
numerous lessons that could be applied to the implementation of the State Plan and State
Health Plan. Further, because much of the implementation research has been conducted
in the UK, the USA and Scandinavia, with Schofield (2001) reporting that it is not possible
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to suggest that there are global modes of policy implementation, the applicability of
lessons learnt outside of Australia is yet to be conclusively determined.

2.3

METHODOLOGICAL APPROACHES TO POLICY IMPLEMENTATION
STUDIES

This section considers how previous authors have gone about studying policy
implementation. The literature has been limited to that in the 1990s and the present
decade to present a more current picture of the field.
There is methodological diversity in the implementation research field. Implementation
studies can approach a problem using macro - or microanalysis, and can use analytical
techniques such as network analysis, content analysis, social experimentation and
semiotics (Schofield 2001). Sinclair’s (2001) review of the methodology of implementation
research studies in the 1990s reported that the methodology most frequently employed is
the single case study, followed by the multiple case study, and a reasonable proportion
(about 20%) of authors do not employ any systematic methodology. Only 17.6% of the
articles included in Sinclair’s review included quantitative statistics. However, the subtle
and hidden manifestations of policy can be difficult to discern, observe and measure, and
therefore “tricky” to study, according to Buse (2008, p.356).

2.3.1

Case Studies

Case study design is common in implementation research and there are a number of
examples in health services. For example, a case study design was used by Walsh and
Huntington (2003) in their exploratory study of policy utilisation in the United Kingdom.
Riley, Taylor and Elliott (2003) also used a comparative case study to examine changes in
implementation of heart-health promotion activities in Canada. Exworthy and Powell’s
(2004) study into the implementation of policy to reduce health inequality also used a case
study design with the fieldwork conducted when the government’s policies towards health
inequalities were first being implemented. Haggblom and Moller (2008) used a single case
study to look at implementation of a government policy program, while Atkinson et al.
(2005, 2008) also used a comparative case study design across two countries to compare
implementation of promotion and prevention activities at local, regional and national levels.
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Closer to Australia, Tenbensel et al. (2008) undertook case studies in five New Zealand
health districts in their investigation of the ability of the health system to steer towards
population health objectives.

Hurford’s (2003) examination of mental health policy in district health authorities in the
United Kingdom also selected research methods that were developed within a case study
parameter. By researching health authorities that had very different experiences of policy
activity, it was possible for Hurford (2003) to learn about many of the policy issues as they
emerged in each. Hurford then explored key themes that emerged through a range of
methods including documentary analysis of National Health Service papers, and interviews
at all three levels of the National Health Service organisation. In contrast, Annor and Allen
(2008) conducted a single case study representing one local health and social care
community in inner London when researching the implementation of a public mental health
policy.
Kamuzora and Gilson (2007), in their study considering the implementation of a
community health fund in Tanzania, also selected a case study design with qualitative
methods to gather and analyse data. These authors used a stratified purposive sampling
approach to choose district-level case studies. One case was chosen from the stratum
with relatively high enrolment in the community health fund, and the other from a lowenrolment stratum. Within the cases, wards were randomly selected, and then a village
randomly selected from within the wards (Kamuzora & Gilson 2007). Each case study
consisted of interviews with board members, officials and household members (Kamuzora
& Gilson 2007).
Whitelaw et al. (2007) also used a case study approach in nine purposively sampled sites
to investigate the implementation of a Health Promotion Health Service Framework.
These authors actively sought variability in the sites, considering issues such as
geography, scope, topic type and the nature of the work undertaken. A variety of methods
were used by these authors, including interviews, observation, questionnaires and
documentary and financial analysis (Whitelaw et al. 2007).

In their study of prevention and promotion activities in Chile and Brazil, Atkinson et al.
(2005, 2008) used a comparative case study design, where eight local health systems
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(four from each country) were purposively sampled to provide urban and rural pairs.
Similar to other studies, data was collected at all levels in the health system (local, regional
and national), and supplemented by formal documents and in-depth interviews (Atkinson
et al. 2005; 2008).
The methodology used by Hunter et al. (1998) and Fulop et al. (1998) in reviewing the
strategy put forth in The Health of the Nation in the United Kingdom is of particular
relevance to this study. This strategy was the “central plank” of health policy in England,
and formed the context for the planning of services provided by the National Health
Service. The strategy was considered important, as it was the Government’s first explicit
attempt to provide a strategic approach to improving the overall health of the population
(Hunter et al. 1998). This is very similar to the NSW’s State Plan and State Health Plan,
also a government’s first attempt at a strategic approach.
The methodology used by Hunter et al. (1998) included purposive sampling designed to
ensure that a range of area types were included; the study considered variables such as
geographic location, population deprivation and degree of established joint working
between relevant agencies. In each location semi-structured interviews and focus groups
were conducted with a range of key actors, who had been chosen on the basis of their
importance in a particular agency. In Fulop et al.’s (1998) study, the eight districts were
selected at random and only semi-structured interviews were conducted.

A seeming

methodological flaw in Hunter et al.’s (1998) process was an inconsistent approach to the
tape recording and transcribing of interviews, as in some cases the interviews were not
recorded. A more robust methodology was used by Walsh and Huntington (2003) in their
policy implementation study in the UK National Health Service, whereby responsibility for
analysis was given to two separate researchers.

This let the researchers meet and

compare analyses and identify common themes and differences across the case study
sites.
It should be recognised that the use of case studies in implementation research has been
criticised.

For example, Lester et al. (1987) suggested that case studies can be too

restricted in: time, number and policy type investigated, and in defining the concept of
implementation and approach.

Such researchers argue for more statistics-based or
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scientific approaches.

However, Fox (1987) recognised that implementation studies

cannot be purely factual and are inevitably value-laden and subject to cultural influences.

2.3.2

Interviews and Focus Groups

A number of authors have used Interviews and focus groups with key personnel in health
service implementation research.

Hurford (2003) asserted that evidence collected in

interviews provides information about how policy actors feel about their work, their
colleagues and their politicians, and about what the interviewees think they should be
spending their time doing, their aspirations and their values.
The collection of data through semi-structured interviews has also been used in interviews
of: senior government officials (Pollitt 2006; Singh, Myburgh & Lalloo 2010); public health
professionals (Riley, Taylor & Elliott 2003); ministers and district health board chairs
(Tenbensel et al. 2008); staff from the various hierarchical levels in the local government
setting (Butler 2003); household members (clients) (Kamuzora & Gilson 2007); and
various stakeholder groups or vested parties encompassing various tiers of government,
non-government organisations, patients and researchers (Todd et al. 2000; Haggblomm &
Moller 2008; Matthews, Jackson Pulver & Ring 2008; Moret-Hartman et al. 2008).
In their interviews with public health professionals, Riley, Taylor and Elliott (2003)
developed a theme code set using both deductive and inductive approaches. This allowed
them to address specific objectives, while allowing new ideas/themes to emerge from
within the qualitative study. Similarly, Todd et al. (2000) reported using semi-structured
interviews to allow common issues to be discussed with a flexibility that gave participants
the opportunity to talk more broadly.

However, Hunter et al. (1998) provided a note of

caution about interviews in their study of The Health of the Nation. These authors reported
that staff turnover and organisational turbulence contributed to lapses of corporate
memory, which hindered consistent data collection and recollection of events by
interviewees.
Annor and Allen (2008) mentioned an additional challenge with focus groups: difficulties
included managing the group dynamics and the professional conflicts among the
practitioners (nurses, social workers and psychologists).
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2.3.3

Document Analysis

The limitations of single data sources support the notion of gathering data from a number
of sources. For example, Hunter et al. (1998) analysed key documents from each health
authority. The documents contributed to the preparation for interviews, but also formed
the basis of a quantitative analysis of trends for key target areas. Kamuzora and Gilson
(2007) also used documents (policy guidelines and evaluation reports) in the first stage of
their study in Tanzania; this helped them understand the history of the policy framework.
Similarly,

Moret-Hartman

et

al.

(2008)

analysed

relevant

documents

including

correspondence, reports, memos and research proposals. Fulop et al.’s (1998) study, also
analysed documents, including items such as purchasing plans, contracts and public
health reports. Exworthy and Powell’s (2004) study into the implementation of healthinequality policy benefited from varied data sources: their study included 45 in-depth
interviews and analysis of organisational-strategy documents in contrasting areas. Singh,
Myburgh and Lalloo (2010) also conducted in-depth interviews, and reviewed annual
reports and policy documents when investigating implementation of oral health promotion
policy in South Africa.

Investigating local annual reports provides information about local agenda-setting priorities
and aspirations for health promotion (Andersson et al. 2003). Such supplementary data
can be used to give context to or clarify other methods of data collection, such as
interviews (Shaw et al. 2002). This was certainly the case in the review of The Health of
the Nation, where over 250 semi-structured interviews and 400 documents were
scrutinised (Hunter et al. 1998). Butler’s (2003) study in local government also collected
strategy statements and annual reports, describing these as comparable, as the local
governments studied published both documents yearly.

Haggblom and Moller (2008)

similarly used annual reports, guidelines and budgets to support qualitative data collected
in interviews, suggesting that these documents provide information about the routines of
the organisations under study.
Andersson et al. (2003) reported a basic assumption underlies such an analysis: that the
manner of reporting health promotion activities will give “an idea” of the local priorities,
capacities and organisational structures for health promotion.

A reported strength of

annual reports as a data source is its connection to the budget and operational plan (in
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Andersson et al.’s (2003) Swedish research these documents are described as local
governing tools with implications for the local government’s priorities and agenda).

Collection and combination of data in various forms in case studies can produce
complementary results (Denscombe 2003), and allow for a comparison and contrast.
Such comparative analysis also enhances the degree to which the findings can be
generalised, and deepens explanation (Miles & Huberman 1994, cited in Butler 2003).
Further, using a mixed methodology also enhances the validity of the data through the
process of triangulation (Blaxter, Hughes & Tight 2003). Triangulated methodology in
government case studies is not uncommon (Butler 2003).

2.3.4

Expenditure Analysis

Policy implementation can also be studied from the perspective of budgetary processes
(W ildavsky 1974, cited in Glenngard & Maina 2007).

Timely, reliable and complete

information on financial resources in the health sector is critical for sound policy making
and planning, according to Powell-Jackson and Mills (2007). W ithout accurate information
on the size and distribution of available funds, resources are unlikely to be allocated in a
way that reflects the health system’s priorities (Powell-Jackson & Mills 2007). Further, an
understanding of the allocation of funds can also measure the actual success of policies to
shift resource priorities (WHO 2003, cited in Powell-Jackson & Mills 2007).
Consequently, a further method of data collection used in policy implementation research
is quantitative analysis of financial data. Studying budget decisions enables researchers
to make concrete comparisons between budget allocations and policy objectives
(Glenngard & Maina 2007). A frank question being asked in such research would be “Do
agencies put their money where their mouth is?” For example, in testing their theory of
social construction theory and policy implementation, Nicholson-Crotty and NicholsonCrotty (2004) conducted a cross-sectional analysis of state expenditures on inmate health.
This analysis allowed them to examine whether the way a state viewed inmates was
related to the state health expenditure per inmate. (Social construction was quantitatively
measured through a number of factors such as prisoners not being able to vote, black
representation in the state legislatures, imprisonment rate versus crime rate, and level of
welfare benefits).
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Fulop et al. (1998), in addition to document analysis and interviews, also conducted an
expenditure analysis. These researchers piloted a financial data collection exercise in one
district to identify available sources of information on health promotion and The Health of
the Nation activities, and to define a feasible approach to this data collection. However,
the pilot identified the patchy availability of the data, and hence Fulop et al. (1998) used
centrally held data instead.

Research by Moore and Keen (2007), in which health authorities were individually
surveyed seeking financial data on intermediate care, contextual details of service
provision, capacity and usage, also identified several problems with such a methodology.
Problems included a considerable variation in response rate for the two consecutive
financial years, and considerable variation in the data quality (Moore & Keen 2007).
Further, many respondents found it difficult to collate the information requested, and there
was also evidence of confusion around definitions and how to appropriate staff between
shared functions. Moore and Keen (2007) could not make any overall direct comparisons
over the two years because nine localities provided comprehensive returns for both years
but the remainder did so only for one.
These studies focused on actual expenditure, as opposed to budget allocation. This is
probably due to a recognition that there are considerable gaps between allocation (or
approved budgets) and actual expenditures (Glenngard & Maina 2007).

2.3.5

Summary of Methodological Approaches to Policy Analysis

From this brief summary of the methodologies, it is evident that case studies appear to be
a common approach. Frequently the primary method of data collection is interviews, often
coupled with some form of document analysis. Studies that seek a more comprehensive
approach attempt to access financial data as well. An apparent key weakness across
much of the reviewed literature is the very limited discussion of the reliability and validity of
approaches, and also the justification of the selected methods over alternatives.
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2.4

PREVIOUS RESEARCH FINDINGS

There is an extensive body of literature in the policy implementation field.

Hence to

contain the scope for the purposes of this literature review, it focuses on findings from
previous studies about health policy implementation, and those since 1990. A search of
the following databases was carried out:
•

Proquest Central;

•

Australian Public Affairs (1995+);

•

CINAHL (1981+);

•

Health Reference Centre; and

•

Medline (1966+).

The key words/terms included policy, policy implementation, government policy, health
promotion, strategy, strategy implementation, public policy, public sector and strategic
planning. While much of the research presented is from studies in countries with a similar
style of government and level of development to Australia, examples from other nations
are presented, where they make a particular point of relevance. Prior to presenting those
specific findings, however, it is worthwhile to briefly describe the general field and the
lessons learnt.

2.4.1

General Issues in Policy Implementation

Chalmers and Davis (2001) put forward a list of policy implementation pitfalls based on the
work of Patton and Sawicki (1993), Anderson (1994) and Bridgman and Davis (2000). The
list of pitfalls includes: 1) policies decided at one level of government may be implemented
at another; 2) objectives conflict; 3) agencies lack expertise; 4) agencies lack commitment;
5) staff have limited competence; 6) the program assumes powers that are beyond
government’s control; 7) people do not respond to the program as expected; 8) resources
are inadequate; 8) the costs become too great; 9) there are too few or inappropriate
incentives to encourage compliance; and 10) communication fails – those responsible for
implementation do not understand what is required (Chalmers & Davis 2001, p.78). An
additional reason for the gap between what a policy promises and what it achieves was
put forward by Palumbo and Calista (1990): socioeconomic and political conditions change
so that the solution promised may not be appropriate a few years later.
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In addition to the general factors that undermine successful policy implementation, Cairney
(2002) puts forward other difficulties specific to health systems.

First, obstacles to

implementation processes are most likely to apply to policy areas such as health care,
which are traditionally dominated by one profession, often to the exclusion of other
professional interests.

Second, difficulties may be posted by specialist, “subsectoral”

networks, which prove to be relatively insulated from central government influence. Third,
the implementation of policy is more difficult to supervise at district and unit levels, as the
proliferation of authorities and organisations undermines the possibility of close,
centralised coordination of policy.

Rudd (1996) provides a generic list of factors that can affect implementation that is similar
to other authors’. However, Rudd identifies some unique factors specific to the policy
implementation process of primary health care in Australia:
•

adequate financial resources including incentive funding;

•

the role of the mass media as a crucial intervening variable; and

•

public opinion.

2.4.2

Framework of Policy Streams

Powell and Exworthy (2001) provide a framework to group the individual problems
identified by Chalmers and Davis (2001) and Cairney (2002), arguing that the policy
stream (refer to Kingdon 1995, mentioned previously) is composed of a number of smaller
streams, and that it requires further elucidation at the local level (Exworthy & Powell 2004).
Such elucidation is potentially what this study provides at the AHS level in NSW. These
authors’ (Powell & Exworthy 2001) policy stream framework is adapted from Webb and
Wistow (1986, cited in Powell & Exworthy 2001) and Challis et al. (1988, cited in Powell &
Exworthy 2001). Their framework comprises policy, process and resource streams. It is
hoped that this theoretical framework will provide an effective health policy evaluation
methodology, in that it is: a) guided by theory and has an explanatory power; b) addresses
complexity and accounts for the specificity of health policymaking processes; and c)
explains the “black box” of the implementation process from policy formulation to policy
outputs and outcomes (Rutten et al. 2003).
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Alternate conceptual frameworks are available that could have been adapted for this
study. For example, Simonsen-Rehn et al. (2006) provided a model focusing on four
determinants to explain engagement/disengagement of organisations in health policy
implementation efforts: competencies, value orientations, external opportunities and
characteristics. Other authors, such as Brownson et al. (2000), cited further determinants
such as resources and authority to implement evidence-based programs. Singh, Myburgh
and Lalloo (2010) refer to the “stages heuristic approach”, the “multiple streams model”,
and “institutional rational choice”.

The framework of policy streams, however, was

selected due to it being at a higher level, and because it facilitates the identification and
capture of numerous determinants within the three streams and is particularly suited to
implementation analysis.

The policy stream is concerned with policy ends, aims and objectives.

The process

stream focuses on the means or instruments to achieve policy ends, and includes issues
such as causal, technical and political feasibility. Finally, the resource stream examines
the resources to finance the policy, not only financial but also human, including staff time,
power, reputation and ownership. All of these, according to Exworthy and Powell (2004),
play crucial roles in organisations and may facilitate or hamper policy implementation.
Successful policy is likely to have clear objectives, a mechanism that achieves these
objectives and resources to fund them (Powell & Exworthy 2001; Exworthy & Powell
2004). The failure to connect these streams may lead to the realm of symbolic politics:
words that succeed and policies that fail (Edelman 1964, cited in Powell & Exworthy 2001).
The policy stream focuses on whether objectives are clearly stated and whether they are
clearly transmitted to local levels. Bureaucratic orders may not survive the journey intact
according to Exworthy and Powell (2004). Further, there may be “goal drift” resulting from
local agents manipulating the performance framework of central principals or the “bottom
up” perspective of local autonomous bureaucrats frustrating central will (Exworthy &
Powell 2004).
For the process stream, in addition to issues of causal, technical and political feasibility,
policy ownership is important. All stakeholders must believe that it is “their” problem and
that they have a role to play in the partnership, with solutions in their control (Exworthy &
Powell 2004). However, an organisation cannot be held accountable for factors beyond its
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control (Day & Klein 1987, cited in Exworthy & Powell 2004). Exworthy and Powell (2004)
pointed out that it is difficult to see how agencies can be held accountable for improving
health because so many of the relevant factors are beyond the individual agency’s control.
For example, in the specific case of health inequalities, Acheson (1998, p.118, cited in
Powell & Exworthy 2001) pointed out that ‘since many of the determinants of health
inequalities lie outside the health care system, it is essential for the National Health
Service in the United Kingdom to work effectively across organisational boundaries in
partnership with local authorities….’.
In considering the resource stream, Exworthy and Powell (2004) suggested that resources
directed to issues across organisations are not generally ring-fenced within general
budgets. In the National Health Service in the United Kingdom, for example, Exworthy and
Powell (2004) reported that because many agencies have generally static (real) budgets or
are in deficit, there exists little organisational slack for policies, and in the National Health
Service treating patients generally takes priority over long-term and diffuse benefits.

It has been suggested that ambiguity in the intent or goals of a policy also diminish the
probability of successful implementation (Mazmanian & Sabatier 1983, cited in NicholsonCrotty & Nicholson-Crotty 2004). As stated previously, successful policy is likely to have
clear objectives (Exworthy & Powell 2004). Chun and Rainey (2005) raised the notion of
“organisational goal ambiguity”, which refers to the extent which an organisational goal or
set of goals allows leeway for interpretation. Within this concept there is also mission,
directive, evaluative and priority-goal ambiguity. In summary, the more any of the goals
are difficult to understand or, open to interpretation in understanding or evaluation, the
more difficult implementation becomes (Chun & Rainey 2005).
Chalmers and Davis (2001) point out that the policy implementation literature assumes the
public sector is manufacturing and distributing a policy.

However, a further layer of

complexity is added when governments choose to implement policies and services
through contracted actors. According to Chalmers and Davis (2001), contracting threatens
to compound all the conditions in which policy fails at the implementation stage.
Contracting in government now extends to new areas, such as the provision of health
care.

There is an inherent difficulty in the specification of government activities in

contracts, particularly in human services.
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Often, the (predominantly economic)

assumptions of the market, upon which outsourcing is based, often do not reflect the way
policy choices are made.

2.4.3

Summary of General Issues in Policy Implementation

In summary, a considerable body of literature exists on what is required for successful
policy implementation. Lessons learnt include:
•

Policies should be based upon a valid theory of cause and effect.

•

There should be an understanding of, and agreement on, objectives.

•

Policies should include as few steps as possible between formulation and
implementation.

•

Adequate time and sufficient resources should be available.

•

Policies frequently fail if responsibility is shared among too many players.

•

There must be a clear chain of accountability.

•

Those who deliver the program should be involved in the policy design.

•

Continuous evaluation is crucial if a policy is to evolve and become more effective.

•

Policy makers should pay as much attention to implementation as to formulation.

(Hogwood & Gunn 1984; Ingram 1990; Davis & Weller 1993; Sabatier 1988; and
Pressman & Wildavsky 1973).

2.5

HEALTH POLICY IMPLEMENTATION FINDINGS

A useful way to organise the findings of previous implementation research in the health
field is to continue with the framework of policy streams, and organise findings about
specific variables into these streams.

It should be recognised that while there is a

considerable amount of literature in the area of health, a very small proportion (less than
3%) of it comes from Australia (see Saetren 2005).

Furthermore, often health policy

implementation research focuses on micro policy implementation - for example, how
clinicians might respond to a new clinical guideline (policy) - as opposed to macro policy
(or more public policy) implementation, such as the State Plan and State Health Plan.
Hence, findings in this section are drawn from studies of macro policy implementation,
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generally in settings where a central agency has developed a broad policy for the system,
which is required to be delivered by a separate, more regional arm.

2.5.1

Policy Stream

The policy stream in the framework put forward by Powell and Exworthy (2001) deals with
policy ends or aims and objectives. One common and very clear way, for agencies to
describe the required policy ends is through targets. (It is recognised that targets can also
be used as a means to control and measure performance, and hence are also described
under the process stream). Internationally, health goals and targets have been used as a
tool for governments to indicate strategic direction and priority for health improvement for
populations as a whole (Chomik & Frankish 1999; Nutbeam & Wise 1996; Wise 2008).
Further, health targets offer a benchmark against which existing policy and the
effectiveness of expenditure on current programs and services can be examined
(Nutbeam 1999).

Chomik and Frankish’s (1999) listing of the perceived benefits of health goals, provides a
neat summary as to perhaps why such goals are pursued. They found that participants in
their study viewed health goals as an effective means to guide health planning, promote
health-enhancing public policy, monitor health status, set health priorities, facilitate
resource allocation and support accountability in health care.
A number of researchers criticise the use of indicators to promote action and change,
however, due to their being a poor motivational device and not indicating what actions are
appropriate to improve health; on the contrary they have the potential for perverse
incentives and unintended consequences (Freeman 2002). Despite the wide acceptance
of performance measurement, strong empirical evidence of its effect on improved
performance is lacking (Frederickson 2003, cited in DeGroff et al. 2010). Additionally,
Galston (2006) warns that health program managers should be concerned about the
political feasibility of the policies they pursue: the opportunity costs of pursuing a goal that
is not politically feasible are high, including disillusionment and forgoing more attainable
goals.

Despite the criticisms, indicators and targets are common in public sector policies and
strategies, and hence there are a number of studies that have specifically considered this
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aspect of policy implementation.

For example, in examining the UK National Health

Service (NHS), Campbell and Gibson (1997, p.1032) stated “If we are to understand the
role of target setting in improving NHS performance then reviewing experience in setting
targets is important”.
Campbell and Gibson (1997) reported that target setting has long been seen within
business as an essential part of formulating any strategy, and that targets can highlight
key aspects of policy and act as a stimulus to increase commitment to policy
implementation. To review experiences with setting breastfeeding targets in Scotland,
these authors sent a short questionnaire to the directors of public health of 14 Scottish
health boards. The survey included capturing information on how the targets related to the
activities designed to achieve them. They found that the establishment of targets did not
lead to the development of new activities designed to achieve the targets in seven of the
14 health boards. But perhaps this is not surprising, as they also reported that the national
call to health boards to formulate breastfeeding targets was not accompanied by new
government action in support of breastfeeding. Further, they suggested that targets that
are too high, and unlikely or definitely not able to be achieved, are counterproductive and
do not result in an increased commitment.
Four of the health boards preferred a system in which they would make a proportional
contribution to the national target whatever their starting point. This would have resulted in
considerable variations between areas in the absolute change each was required to
achieve and perpetuated existing variations. Ten of the health boards favoured a system
of local autonomy in target-setting, with decisions made on the basis of planned actions,
agreed in corporate contracts with the National Health Service. Hunter et al. (1998) and
Fulop et al. (1998; 2000) in later studies of the National Health Service reported similar
findings.
In the review of The Health of the Nation, Hunter et al. (1998) reported that national targets
were a useful rallying point, but the encouragement to develop local targets would have
been welcomed as a reflection of local needs. Further, there was considerable variation in
the translation of national targets to the local level. There was a general wish for greater
freedom, both to add target areas to the menu, and to adjust targets in the light of local
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circumstances. There was also criticism of the targets on technical grounds (Hunter et al.
1998).

In Fulop et al.’s (2000) study, the existing national targets had little credibility in the
evaluation of The Health of the Nation and 59% of those interviewed would have liked to
see them changed. The concept of the targets was welcomed, however, 69% believed
they should be developed locally (Fulop et al. 1998). A particular concern was outcome
targets, which in some cases were seen as rather less appropriate than process targets,
such as the development of alliances (Fulop et al. 2000). The majority of respondents in
Fulop et al.’s (2000) study found targets helpful as a way to prioritise and focus efforts, but
they suggested that national targets must be credible and based on sound and convincing
evidence, and that local targets can be useful.
In the United States, the Centers for Disease Control and Prevention (CDC) have used a
slightly different approach. In 1999 the CDC and 59 state and jurisdictional health
departments implemented an effort to make diabetes public health programs more
accountable for the health of the populations they serve (Safran, Mukhtar & Murphy 2003).
This policy provided a skeleton framework for a new evaluation effort and required
programs to demonstrate accountability and progress towards population-based impact.
The program focused its national objectives on intermediate measures of success in
combating diabetes. As each state was different, the CDC asked them to develop their
own state objectives, specifying how the health of its population was to improve over the
next one to five years and beyond in response to national objectives (Safran, Mukhtar &
Murphy 2003).
Safran, Mukhtar and Murphy (2003) found that when there is an increased focus on
evaluation and very specific measuring of results in a health improvement program such
as the diabetes control program, success and failure are easily identified.

The

identification of such failure does, however, raise the concern that funding could be
jeopardised.
Moore and Keen’s (2007) review of intermediate-care expenditure encountered several
difficulties, which were compounded by the nature of the political environment in the
National Health Service. Over the previous few years, National Health Service managers
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had been set stringent performance targets, many of which were designed to encourage
localities to redesign their services (Moore & Keen 2007). One criticism of this approach is
that the targets tend to make local managers focus on specific points in care delivery,
rather than reviewing the whole of the patient journey. Moore and Keen’s (2007) results
suggested that finance managers have concentrated on relatively narrow performance
targets.
Andersson et al. (2003), in their study of Health for All at the level of Swedish local
governments, found that the World Health Organization’s 38 targets were not adopted as a
policy to promote public health in any of the three municipalities studied, but almost all of
the targets had been profiled through objectives and strategies in different strategic areas.
Andersson et al.’s (2003) research could be criticised for being based solely on document
analysis.

However, the insight that it does provide is the need to assess policy

implementation not only by superficial examination of straightforward adoption, but rather
also consideration of complementary objectives and strategies.

A further issue is the differentiation informants make between “hard” and “soft” targets. In
research conducted in the United Kingdom, informants distinguished the ease of
measurement and the policy-impact relationship (Exworthy & Powell 2004). Arguably,
health promotion targets may be perceived as soft, possibly due to the length of time to
achieve them, and the infrequency with which the data is collected. Fulop et al. (2000)
reported that it is clearly challenging to sustain the momentum of a strategy that must
continue to produce results for 10 to 20 years in the short-termist climate that besets the
National Health Service in the United Kingdom.

Low and Theriault (2008) perhaps

summarise this best by suggesting that it is infinitely easier to focus on the individual than
to write and implement health promotion policy that focuses on structural change.

Exworthy and Powell’s (2004) research into the implementation of health equity policy in
the United Kingdom found that while the national policy stream may be somewhat clear,
local case studies demonstrated that the local policy stream remains muddy. (In the
current study, the State policy stream, that is the State Plan and State Health Plan, would
be equivalent to Exworthy and Powell’s national policy stream).
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The importance of goal clarity has been described previously. Exworthy and Powell’s
(2004) survey found that there was a lack of consensus (or shared vision) and some
systematic differences between local organisations on policy priorities. Case study
interviewees reinforced the survey results.

A further finding was that accountability

mechanisms of individual staff were weak (Exworthy & Powell 2004). Similar results were
found by Belansky et al. (2009), who reported that local wellness policies were not
implemented in schools in Colorado in the United States due to a lack of knowledge about
the policy and lack of accountability mechanisms.
Paul-Shaheen (1990) in his study of state/local health service relations in the United
States found that the chances of policy success are clearly enhanced when those
responsible for developing a policy strategy remain in office and in communication with,
and supportive of, those assigned the task of program implementation. Further, both the
designers and implementers of policy must agree on the program’s goals and objectives
and the priority assigned to each if implementation is to succeed (Paul-Shaheen 1990).
Todd et al. (2000, p.40) in their study of disability policy implementation, refer to ‘a low
state of readiness to take the reform forward’ as a factor relevant to implementation failure.
Building on the notion of a lack of shared vision as an issue in policy implementation, other
authors have found a lack of common understanding or language as a barrier. In their
study of public mental health policy implementation, Annor and Allen (2008) reported this
as an emergent theme - reporting that half of the respondents working at strategic and
management levels gave different interpretations and perceptions about the terms “mental
health promotion” and “public mental health”. This lack of consensus was considered to
negatively affect policy implementation at the local level (Annor & Allen 2008). Similarly,
Johansson, Weinehal and Emmellin’s (2009) study suggested that different interpretations
of what constitutes health promotion can lead to unnecessary misunderstanding and pose
barriers for further development of health promoting practice.

Other authors have

identified that it is advisable to identify the policy’s target populations and involve them in
the process of policy development. Such an interactive process of policy making can then
ensure it coheres with the views of target groups (Moret-Harman et al. 2008).

However, in their study of policy implementation relating to the use of a particular drug,
Moret-Hartman et al. (2008) found that if participation in policy development is vague,

63

participants can consent without any intention of policy implementation. Actually eliciting
true agreement with a policy direction requires the draft policy measures to be specific and
substantive so they can be scrutinised by the intended policy implementers.

They

recommended that participation include: i) interaction covering the whole process from
problem structuring to policy implementation; ii) background theories and normative
preferences that are explicated in the problem-definition phase; iii) policy implementers
who are willing to learn from one another and adapt their views if necessary; and iv)
proposed policy measures that are detailed enough to let target groups assess their
consequences and constructively engage in the interactive process.
Singh, Myburgh and Lalloo’s (2010) South African research considered the integration of
oral health promotion into health policy generally. (This is not unlike the aim of the current
study, which also investigates implementation of health promotion policy). These authors
reported that while they found policy or program commitment to oral health promotion,
there was usually no evidence of its implementation.

They made the general

recommendation that policy formulation needs to be in line with resources, employment,
incentives and political and organisational commitment (Singh, Myburgh & Lalloo 2010).
Issues such as these are considered further in the following sections.

2.5.2

Process Stream

The process stream in the framework put forward by Powell and Exworthy (2001) is
concerned with the means of achieving policy ends. Objectives may be desirable, but not
technically or politically feasible.
As mentioned previously, it has been reported that successful policy implementation
requires “ownership”. One unexpected result in Exworthy and Powell’s (2004) study into
health-inequality policy implementation was the contrast between the organisational
response rate of over 50% and the individual response rate of 12%. The intention of these
authors’ research was to compare views of different individuals within the same
organisation. However, it became clear that despite stated government commitments to
tackling health inequalities permeating agencies, questionnaires were seen to be relevant
only to certain key individuals (such as the Director of Public Health). Lack of broad
ownership was also identified in the review of The Health of the Nation. The strategy was
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regarded by other agencies as a Department of Health initiative that lacked crossdepartmental commitment and ownership.

Shared ownership at all levels, both

horizontally and vertically, was stressed as essential for success (Hunter et al. 1998).

A perhaps more positive example is Tenbensel et al.’s (2008) study in New Zealand.
These authors found that district health boards had largely internalised the key elements of
New Zealand’s Health Strategy. The central Government in this study was successful in
having its policy priorities reflected in local government strategic planning. The authors
commented that the formal planning requirements had been important in “bedding down”
the importance of population health (Tenbensel et al. 2008).

While Annor and Allen (2008) found a high level of agreement amongst respondents about
who was responsible for public mental health promotion, there was a prevailing theme of
the policy direction being a low priority and there being no visible local champion to drive
the agenda. Respondents’ comments suggested that this limited the development of local
strategy and meant stakeholders did not take notice of the policy direction (Annor & Allen
2008).

Similarly, Whitelaw et al. (2006) reported that project implementation teams in

their study were most effective if they enjoyed a degree of leadership from within. A
distinguishing feature in Belansky et al.’s (2009) study of school implementation of a
wellness policy was the presence of a “champion”, who reminded staff of the policy and
ensured its influence on decisions and processes.

Similar to the notion of “ownership” is “understanding of context”. In Australian research
regarding Indigenous health policy, respondents have suggested that the reason for not
seeing the outcomes of policies at the service level is because of a top-down approach to
formulation that occurs without an understanding of the context in which Indigenous health
services are delivered (Matthews, Jackson Pulver & Ring 2008).

A further finding from Exworthy and Powell (2004) showed that there has been little
attention to the mechanisms by which health inequalities are reduced. The apparent lack
of technical feasibility has also hindered many local strategies (as identified in the case
studies) (Exworthy & Powell 2004). Implementation of the national health-inequality policy
in Exworthy and Powell’s (2004) study was also found to be complicated by multiple
(national and local) priorities that agencies were trying to implement and the need to
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establish robust interagency partnerships.

Exworthy and Powell (2004) reported that

targets across the spectrum of government activity had often eclipsed the inequality
targets. Local case study interviewees pointed to the “overwhelming” number of priorities
that they were required to tackle. In the NHS, these included waiting lists, emergency
department pressures, financial balance and service configuration. Powell and Exworthy
(2001) reported that the goals to be achieved are not set in the context of trade-offs among
multiple goals. Belansky et al. (2009) also referred to competing pressures as a barrier to
local policy implementation, with the schools in their study receiving numerous directives
that combined with other major pressures to produce the perception of being
overwhelmed.

An issue perhaps less in the control of policy makers when considering how to make the
policy process happen as required, is that of the organisation’s current context.

The

review of The Health of the Nation in the United Kingdom reported that continual
organisational turbulence and resulting staff turnover were perceived as frequently
disrupting management teams, working alliances and policy implementation (Hunter et al.
1998).

Riley, Taylor and Elliott (2003), in exploring implementation of heart health

promotion initiatives in Canadian public health units, reported that changes in the
organisational structure and staff actually facilitated an increase in public health leadership
for heart-health promotion.

Fulop et al.’s (2000) evaluation of The Health of the Nation reported that the policy was
implemented in health authorities through a variety of management structures. There
were variations in the allocation of dedicated versus partial budgets.

The models of

implementation also varied, with some districts developing strategies based directly on
The Health of the Nation, some using The Health of the Nation but developing it further
and some developing strategies under another label (Fulop et al. 1998, 2000).

Similarly, some authors have found the structure of government to be a barrier to effective
policy implementation. Matthews, Jackson Pulver and Ring (2008) found that the various
financial and administrative relations between the Commonwealth, State and local
Aboriginal Medical Services led to buck-passing and being “put in the too-hard basket”.
They also reported that the various structural arrangements also led to policy making that
did not translate to the individual states. In Atkinson et al.’s (2005) study in Brazil and
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Chile, it was reported that vertical structures (a top-down approach from the national
government) led to the danger of prevention and promotion being seen as additional,
separate activities rather than a significant component of health care provision in general.

Performance management is considered a variable within the process stream, as it is used
as a means of influencing the achievement of ends. Since the 1980s, the process of
public sector reform in Australia has included increasing attention to monitoring and
evaluation at all levels of government (O’Faircheallaigh & Ryan 1992), with the term used
in the public sector for assessment criteria being ‘performance indicators’ (Rudd 1996).
In their review of The Health of the Nation, Hunter et al. (1998) reported that the
performance management process was heavily geared to short-term outputs, and that
there was no extant performance management for strategic development and
achievements for health as opposed to health services.

Lack of accountability

mechanisms was also found by Belansky et al. (2009), with the school districts in their
study not having mechanisms in place to ensure adherence to the local wellness policy.
One informant in their study said, “There’s no inspection or reporting involved in the Local
Wellness Policy, no ‘teeth’ involved, nobody’s watching to see if we’ve done it or not”
(Belansky et al. 2009, p.S156).
The review of The Health of the Nation put forward several important implications for the
monitoring of a new strategy.

It was suggested that the strategy should be firmly

embedded in the work of the government departments and local agencies expected to
implement it. As a minimum, it needed to be seen to be high on the agenda of the
Department of Health and the National Health Service through incorporation in the
performance management framework, with executives and managers being judged on
their performance in implementation (Hunter et al. 1998).

Further, the lack of

management guidance and incentives at the local level were seen to be a major failing,
with local agencies not having their roles, tasks, and responsibilities clearly spelt out, with
a timetable to ensure that agreed targets or milestones were met.

This is similar to

findings of Haggblom and Moller (2008), who report that a lack of short- and long-term
objectives, timetables, distribution of duties and follow-up were linked to the failure to
implement a government program regarding violence against women. In another study of
the National Health Service in the United Kingdom, Chang (2007) reported that the
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Performance Assessment Framework, while incorporated into local practice, was symbolic
and ceremonial and had little impact on improving local managers’ performance.

Local-level managers were found by Kamuzora and Gilson (2007) to have directly
undermined the implementation of aspects of a community health fund policy. In this
Tanzanian study, managers ignored guidelines from the central government and
discouraged the community submitting proposals (which were a key component of the
policy).

These local failings were considered to have negatively affected the

implementation of the policy.
Other authors, however, have reported this freedom and flexibility at the local level in a
more positive light. Hurford (2003) reported that at the macro level, mental health policy in
the United Kingdom has historically been shaped through anti-pluralistic behaviour, with
the government rarely getting involved except to arbitrate in disputes, and to act as an
impartial umpire. The author argues that managers have less influence at the macro level
(Department of Health) than at other levels and that the institution is less of an edifice at
the micro (provider) and meso (district) levels. The study’s summary of mental health
policy concludes that the role of the meso level has been crucial for policy success, and
that the pursuit of top-down approaches may stifle creativity.
Interviewees in Fulop et al.’s (2000) study did, however, articulate an important role for
central government. This role encompassed a range of tasks, from ensuring that the
appropriate structures were in place and that national policies were consistent with the
strategy to developing appropriate support tools and ensuring that the strategy put forth in
The Health of the Nation was effectively disseminated. Further, central government was
seen as having an important role, both positively, where an enabling but hands-on
approach was called for at a local level, and negatively, as with conflicts between politics
of different government departments (Hunter et al. 1998). Central government also had a
key role in communicating the strategy to all involved, but this was considered to have
been poorly executed in regards to The Health of the Nation. Poor communication was
similarly found in Belansky et al.’s (2009) study, where school principals were unfamiliar
with the contents of a local wellness policy they were expected to implement.
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Time available for policy implementation and embedding is another issue cited by some
authors. In Kamuzora and Gilson’s (2007) study of the implementation of a community
health fund in Tanzania, they reported little time for local managers to prepare for the
policy implementation, with respondents suggesting the process was “rushed” and left
them unclear about key policy components. Interviews with national-level bureaucrats
confirmed this barrier put forward by local management, as there was considerable
pressure from the ruling party to implement the policy due to its being in the party’s
election manifesto (Kamuzora & Gilson 2007). Todd et al. (2000) similarly identified the
time required to build up the necessary planning and operational arrangements, as well as
competency, as key factors in policy implementation failure in their study of disability policy
in Wales.

2.5.3

Resource Stream

The resource stream put forward by Powell and Exworthy (2001) focuses on the resources
to achieve policy ends. In any policy situation it is likely that priority areas will compete for
resources, both human and financial. This is particularly important in the context of this
study in the area of health promotion, as ‘the resources for health promotion are limited
and the expectations as to what can be achieved are high’ (Swerissen & Crisp 2004,
p.123). Comprehensive information about spending on prevention is considered crucial for
health policy development and evaluation (de Bekker-Grob et al. 2007).
However, Fulop et al.’s (2000) research has the interesting finding that there were mixed
views about the need for additional resources for a national health strategy. At the same
time, nearly half of the respondents qualified their replies to specify the importance of
carefully targeted spending to support structured action for health improvement at the local
level.

Australian research on Indigenous health policy, have also revealed contrasting views.
With an increase in funding for Indigenous health not indicated by any interviewees as a
future policy direction, yet over half of the interviewees cited lack of resources as a barrier
to effective policy implementation (Matthews, Jackson Pulver & Ring 2008). Matthews,
Jackson Pulver and Ring (2008) suggested that perhaps the difference in opinions
between the stakeholder groups was because one provides the resources (government)
and the other (non-government service providers) receives them.
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Informants in Powell and Exworthy’s (2001) case studies regarded reducing health
inequalities as a lower-order priority behind the “must do” targets of balancing the books
and reducing waiting lists. The latter are viewed as “hard”, short-term targets, as opposed
to the longer-term, “softer” aspirations. It was emphasised that chief executives do not
lose their jobs over health inequalities (Powell and Exworthy 2001), and hence this can be
a considerable impediment to the shifting of resources to softer aspirations.

Further, in

such a “zero sum” situation, it is even more difficult to find resources for reducing health
inequalities as new initiatives need to be funded by reducing existing allocations
elsewhere. Powell and Exworthy (2001) plainly stated that it is difficult to take money from
established interests.

Exworthy and Powell (2004) reported that in the UK, resource allocation from the central
government to local agencies flows down “silos”. (This is arguably the case in the NSW
Government).

Although the wider determinants of health inequalities are found mostly

outside the Department of Health, funding remains largely channeled through the National
Health Service agencies.

Moreover, they reported that funds for reducing health

inequalities have not generally been ring-fenced and so must compete with other
imperatives. In Fulop et al.’s (1998) review of the implementation of The Health of the
Nation, only one of the eight authorities under study operated according to a designated
budget. Moore and Keen (2007) similarly found that although many statements were
made about intermediate-care funding, the funds were never ring-fenced. Doubts as to
whether the funding nominally allocated to intermediate care were actually being used for
that purpose were raised (Moore & Keen 2007). Another study, in Kenya, found little
different, concluding that “budget allocations from the central level partly goes against
policy objectives and a reallocation of funds at the district level creates even wider gaps
between policy objectives and actual spending” (Glenngard & Maina 2007).

In a

Tanzanian study, while there were funds for the policy (a community health fund), there
were no funds for administration which was considered a major barrier to implementation
(Kamuzora & Gilson 2007).
Low and Theriault’s (2008) review of health promotion policy in Canada identified a
funding structure, whereby the federal government funds the provincial governments to
administer health services, a considerable constraint.
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The authors suggested that

flexibility in spending at the provincial level means that not only was there considerable
variation in the nature and type of health services offered, but that the federal government
could not extract any guarantee of the money being spent on health promotion (Low &
Theriault 2008).
In the case of intermediate care, the Department of Health in the United Kingdom took a
number of steps to monitor the development of and expenditure on intermediate-care
services. This led to the production of national figures on expenditure. However, the data
was problematic to collect and difficult to draw conclusions from. Moore and Keen (2007)
reported that there were significant concerns about the accuracy of the figures, and further
that the reorganisation of the National Health Service in 2002 complicated data collection,
and in many localities made year-on-year comparisons impossible.
After reviewing health promotion expenditure in the National Health Service (NHS), Fulop
et al. (2000) reported that there was little evidence that the strategy put forth in The Health
of the Nation had had anything other than a limited influence on resource allocation at a
local level. The earlier report by Hunter et al. (1998) similarly reported that The Health of
the Nation did not cause a major readjustment in health authorities’ investment priorities,
although per-capita and health promotion expenditure as a proportion of total NHS spend
for both “narrow” and “broad” measures of health promotion showed a slight increase over
the study period. Further, no overall relationship could be seen between resource use and
outcomes, and there was no evidence of a cost-benefit approach having been adopted
(Hunter et al. 1998).
The financial reporting mechanisms were considered by Fulop et al. (2000) to be a barrier
to effective monitoring of The Health of the Nation strategy.

The absence of any

requirement to monitor spending on the strategy made it impossible to compare the
resources invested in the implementation. These authors concluded that a key lesson is
that, if implementation of the new strategy is to remain a priority, the resources connected
with it must be identified, isolated and monitored (regardless of their source) from the
outset (Fulop et al. 2000). The absence of ring-fenced funding seemingly sent an implicit
message about the priority attached to the strategy, and the absence of active monitoring
of local expenditure on implementation lowered its priority in the eyes of local decision
makers (Hunter et al. 1998).

71

Annor and Allen (2008) reported an additional resource barrier in their study of public
mental health policy implementation. After recognising that partnerships were essential for
policy implementation, they reported that stakeholders were competing for resources,
which weakened the partnership.

A further policy implementation inhibitor was the

insecurity of funding experienced by voluntary organisations (Annor & Allen 2008). Similar
to other studies, Annor and Allen (2008) also cited that a perception amongst managers in
their study was that the required policy implementation did not come with new resources,
and organisations were continuously required to fund projects within existing resources.
Similar to this, in their New Zealand study of how district health boards were prioritising
population health, Tenbensel et al. (2008) found little evidence of any strong link between
formal planning and allocation of resources. Interviewees in Tenbensel et al.’s (2008)
study expressed concern about the capacity to link strategic planning documents to the
prioritisation of resources.

Further, district health board directors tended to regard

hospitals as not being effectively subject to strategic decision-making regimes, as they
remained demand-driven. As actual demand had constantly exceeded projected demand,
hospitals remained the first in line for new money (over and above population health) not
tied to specific projects (Tenbensel et al. 2008).
Paul-Shaheen (1990) reported that a stable environment - one in which adequate
resources are available to fund program implementation - is critical for policy
implementation. The author suggested that when a program is new, it will not be as well
entrenched within the bureaucracy, nor will it have as large a staff or constituency
threatened by revenue losses. Hence, new programs are more vulnerable to funding
limitations or reductions. In program implementation, it is “far easier to defer the proposed
than to dismantle the existing” (Paul-Shaheen 1990, p.855). A good example of this is in
Belansky et al.’s (2009) study, which found that a local wellness policy was not
implemented because it was an unfunded mandate, and the local districts were already
financially constrained. Similarly, Haggblom and Moller (2008) found that policy design
without resource allocation is linked to policy failure.

While most of the resource stream findings focus on financial resources, some authors do
cite human resources as a potential barrier to policy implementation. Whitelaw et al.
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(2007) reported that lack of skill or competency within staff expected to implement the
policy directive proved to be a difficulty. In addition, to overcome the barriers associated
with the skill capacity within the service, access to support resources, such as specialists
outside the service, was a further implementation issue. Atkinson et al. (2005) reported
that poor skills led to fewer resources for health promotion; in their study of Chile and
Brazil, it was reported that only services with good, well-written project proposals were
likely to win funding. Hewison (2008) also referred to a higher-order skill, that of “policy
competence”. Policy implementers or managers not only need to understand the policy
process and the impact of specific policies, but to be able to use this as a basis for
formulating their organisation’s response, as well as persuading policy-makers to take
decisions that favour their organisations (Longest 2004).

2.6 GAPS AND WEAKNESSES IN PREVIOUS RESEARCH

This literature review has illustrated some consistent findings across previous health policy
research.

Despite there being considerable research, there are gaps in the previous

studies.

Ryan (1995) suggested that policy researchers agree that studies of

implementation have suffered from a lack of rigour due to methodological weaknesses.

2.6.1

Role of Implementers in Policy Design

A variable that does not seem to have been considered, or even articulated very often, is
the role of implementers in policy design. It will be important for the proposed research to
capture this information, as there is considerable theory related to their importance
(Palumbo & Callister 1990). It also seems well accepted through hybrid theories that it is
necessary to take into consideration the impact of policy formulation on implementation
(Pulzl & Treib 2006).

2.6.2

Competencies and Capacity to Implement the Policy

Schofield (2001) reported that given all the approaches covered by the research in the
literature, a seemingly very simple question of “How do actors know what do when
implementing policy?” does not appear to be asked. There seems to be a very real gap in
the knowledge about implementation studies and the processes by which actors actually
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learn to implement policy. Hence there is an opportunity to understand the competencies
and capacity issues of individuals and their organisations in dealing with new policy
requirements.

2.6.3

Analysis Considering the Hierarchy of the Organisation

While a number of the implementation research studies interviewed employees at various
organisational tiers, there seemed to be little reporting or analysis of the results by way of
hierarchical level; rather findings were put together. In this study, through the interviews
as a data collection method, there is an opportunity to explore whether findings vary
between the different hierarchical levels, for example between the chief executives of
AHSs, and lower level health promotion managers within the AHS.

2.6.4

Contextualisation of Theoretical Models

Much of the theoretical literature has described the top-down versus bottom-up versus
hybrid models and frameworks. There still does not seem to be a real consensus as to
which is most useful, despite decades of debate. There is therefore an opportunity to
contribute further by the contextualisation of the models to the current administrative and
political climate. The processes of policy implementation are deeply politically dependant,
having both a macro and micro political context (Barrett 2004). It may be that the utility of
top-down approaches, or bottom-up, or a combination of both models, varies over time
depending on the political and organisational climate, or possibly even the particular
portfolio of study.

NSW is in a reasonably unique period: the current Government has been in power for over
11 years, and at the national level, the former alternative Government was in power for a
similarly lengthy period. Further, the current national Government has been seeking a
reform agenda for the Australian health system. Consideration of the current political
climate is an area for further exploration. Given that there has been a changing role for
government, the importance of context in policy implementation becomes even greater
according to Barrett (2004). Further, Pulzl and Treib (2006) have stated that exogenous
influences or external economic developments need to be taken into account.

74

2.6.5

Reliability and Validity of Data

From a methodological perspective, there appear to be several areas where previous
research contains flaws.

Probably due to the fact that most data collected for

implementation research studies is qualitative, most authors make little attempt to describe
the reliability and validity of the data.

Further, few authors justify why particular

approaches were selected over others. Hence, there is considerable scope to conduct
implementation research, which, beyond providing detailed rationale and description of
methods also attempts to consider validity and reliability.

2.6.6

Testing of Concepts

A review of the literature also indicated that there was a considerable amount of theoretical
commentary, less information from actual studies, and little that involved testing concepts
and ideas generated from previous research. Saetren (2005) commented that surprisingly
little is known about several key features of policy implementation, and that most reviewers
fail to explain how they arrive at their statements and interpretations. A key criticism that
the current author has towards much of the literature reviewed is the scant information
provided about methodology. This is supported by Saetren (1995, p.561), who stated that
“…most reviewers of implementation research have had little to say about their data
sources and methodologies”.

2.6.7

Mixed Data Sources

It was evident that while case study methodology has been generally applied to
implementation research, the quality and variation of data sources within case study
parameters is not consistent. This chapter provided examples of research that used only
one type of data source, such as documents, and others where up to three types of data
source were used in an attempt to triangulate the data. It would appear that there is
considerable opportunity to further apply the triangulated research methodology, not
necessarily through more data sources, but perhaps better-quality, and more consistently
collected and analysed, ones. A prime example of this would be financial data. There
have been attempts to capture this data in health policy implementation research, but
results have been considerably limited due to the consistency and quality of the data itself.
Improving on this in future research and clearly documenting methodologies will be of
great benefit.
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2.7

CONCEPTUAL FRAMEWORK

To assist in capturing the purpose of this study, how it relates to the literature, and how the
methodology has then been designed around these factors, this section presents a
diagrammatic model of the conceptual framework underpinning this study.
Figure 3 summarises this conceptual framework, illustrating the four aims that have led to
the research questions. The policy, process and resource streams or concepts identified
in the literature concerning theoretical models have been used to answer the research
questions. Within these streams or concepts, a number of variables, such as shared
vision, feasibility and spending (also identified through the literature) have been used to
formulate the processes within data collection and analysis.
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•
•
•
•
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•
•
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•
•

AIMS:
To appraise and critically review the implementation of the health promotion components of the State/Health
Plan in NSW AHSs.
To identify factors that have facilitated implementation within NSW AHSs.
To identify factors that have hindered implementation within NSW AHSs.
To appraise and critically review differences and similarities in these factors between NSW AHSs.
RESEARCH QUESTIONS:
What did AHSs do in anticipation of the release of the State/Health Plan?
What changes have AHS made in regards to budget, staffing, programming and other resources in
response to the State/Health Plan?
What factors have facilitated implementation within NSW AHSs?
Are these factors internal or external to the AHSs?
Could these factors be enhanced further to improve implementation?
What factors have been barriers to implementation within NSW AHSs?
Are these factors internal or external to the AHSs?
How could these factors be avoided or reduced?
What are the differences and similarities between AHSs in regards to implementation, facilitating factors and
hindering factors?
What characteristics of AHSs appear to be relevant to implementation?

POLICY (Aims, Objectives, Ends)

PROCESS

RESOURCES

Shared Vision

Feasibility

Spending

Targets

Structures

Allocation

Results/
Measurements

Relevance/Context

Ring Fencing

Competing
Priorities
Data Collection and
Analysis

Monitoring /
Performance
Management

Data Collection
and Analysis

Data Collection and
Analysis

Figure 3: Conceptual Framework for this Study
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2.8 SUMMARY

This chapter has described the characteristics and process of public policy, as well as
policy implementation models and theories.

Previous research has identified several

lessons learnt from studies of policy implementation; these include the need for agreement
about and understanding of the objectives, adequate time and resources, and clear chains
of accountability. A useful way for considering policy implementation is through three key
streams: policy, process and resources.

Within the policy stream, previous studies have pointed to poor target formulation and
acceptance, desire for local targets and objectives, and the importance of goal clarity.
Ownership is important in the process stream, as are feasibility, current organisational
context, and performance management. Resources both human and financial are crucial,
with problems arising from issues such as silo’d funding and a lack of ring-fencing.
Further, poor financial monitoring appears to be a barrier to monitoring progress.
The previous research has considerable gaps, which provide opportunities for this study,
particularly in developing a methodology. Further, the theoretical models illustrated in this
chapter provide the foundation for the design of many aspects of the data collection and
analysis described in the following chapter.
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CHAPTER THREE: METHODOLOGY

3.0

INTRODUCTION

The previous chapter described the characteristics and implementation process of public
policy, and described how other authors have gone about its study and what they have
found. The chapter also presented a conceptual framework illustrating the aims of this
study, which have led to the research questions, and the three streams of policy, process
and resources that will be used to both collect data and organise findings. This chapter
provides the methodology of the study, which applies the conceptual framework
underpinning the study.
After demonstrating that the necessary approvals for conduct of the study were achieved,
this chapter outlines the case study approach, and provides details of the data sources
and their analysis in this study.

Throughout, the limitations of the methodology are

mentioned. (The final chapter also includes commentary on these study weaknesses).

3.1

ETHICAL APPROVAL

Ethical approval for the conduct of this study was sought from the Human Research Ethics
Committee of the University of Wollongong and South Eastern Sydney Illawarra AHS
(reference number HE09/180). Approval for the conduct of the study was granted on 9
July 2009.
Upon obtaining approval from the Human Research Ethics Committee of the University of
Wollongong and South Eastern Sydney Illawarra AHS, approval from each Area Health
Service (AHS) sampled as a case study was also sought through the Site-Specific
Assessment process. The approval dates and reference numbers are as follows:
•

HNEAHS, 4 August 2009, (SSA/09/HNE/256)

•

NSCCAHS, 4 September 2009, (SSA/09/HAWKE/123)

•

SSWAHS, 17 September 2009, (SSA/09/RPAH/354)
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•

3.1.1

GWAHS, 22 December 2009, (SSA/09/GWAHS/19)

Correspondence Received by the Ethics Committee

In November 2009, the chief investigator of this study received advice from the Human
Research Ethics Committee stating that they had received correspondence from a
potential participant in the study (Appendix 1).

The correspondent outlined concerns

regarding a conflict of interest between the chief investigator’s position as the lead
researcher on the project, as well as being in a senior position with the NSW Department
of Health responsible for the implementation of the health promotion aspects of the State
Plan and State Health Plan.
The Ethics Committee determined that these issues had been sufficiently addressed in the
initial ethics application, as well as in the information provided to participants. Due to this
potentially sensitive relationship between the study participants and the chief investigator,
the study design included the use of an independent research assistant to organise and
conduct the interviews and focus groups; this process is described later in this chapter.
The research assistant had no role in the design of the study or the analysis of findings.

3.2

CASE STUDY APPROACH

This study considers the organisational change (or change process) that has occurred in
response to specific health promotion components of the State Plan and State Health
Plan. The impact of the State Plan and State Health Plan in NSW is examined using a
case study approach with mixed methods. Case study research often uses a combination
of methods, partly because complex phenomena may be best approached through several
methods, and often deliberately to triangulate the data in an attempt to improve validity
(Hartley 1994).
Case study research consists of a detailed investigation of one or more organisations, or
groups within organisations, with a view to providing an analysis of the context and
processes involved in the phenomenon under study (Hartley 1994). The focus of a case
study is particularisation, not generalisation. The case is a specific, complex, functioning
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thing; it is an integrated system where the parts do not have to be working well, or where
the purposes may be irrational, but it is a system (Stake 1995). Thomas (2003) suggested
that case studies can frequently also offer explanations of why an entity acts as it does.

A case study of four of the eight AHSs in NSW was conducted. Case study design to
examine policy and policy implementation is not uncommon, and is considered an ideal
design when a holistic, in-depth investigation is needed (Feagin, Orum & Sjoberg 1991).
Almost 15 years ago, Keen and Packwood (1995) predicted that the use of case studies
would increase due to the complexity of issues that health professionals have to deal with
and the increasing recognition by policy makers of the value of case studies in evaluating
health service interventions. Although case studies often focus on a single entity, Thomas
(2003) suggested that they can assume a comparative form whenever the likenesses and
differences between the two or more entities under study are analysed, as in this study.
The case studies’ primary advantage is that they permit the study to reveal the way many
factors have interacted to produce the unique character of the entity under study (Thomas
2003). However, an important limitation to note is the risk associated with assuming that
the generalisations drawn from one case can be applied to other cases. The risk of error
in assuming that the results in other cases will be identical to the results in the present
case can be reduced if more than one entity is studied in order to identify likeness and
differences between entities (Thomas 2003).

3.2.1

Mixed Methods

As described briefly above, this study uses a case study approach with mixed methods: it
involves collection and analysis of quantitative and qualitative data (Creswell & Plano
Clark 2007). By mixing the datasets, the researcher provides a better understanding of
the problem than if either dataset were used alone (Creswell & Plano Clark 2007).
Rossman and Wilson (1991) identify three broad reasons for linking qualitative and
quantitative data: 1) to enable confirmation or corroboration; 2) to elaborate analysis,
providing richer details; and 3) to initiate new lines of thinking through attention to
surprises or paradoxes.

Mixed methods, particularly within the case study approach, provide the following benefits
outlined by Creswell and Plano Clark (2007):
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•

Mixed methods research provides strengths that offset the weaknesses of both
quantitative and qualitative research;

•

It provides more comprehensive evidence for studying a research problem than
either quantitative or qualitative research alone;

•

It helps answer questions that cannot be answered by qualitative or quantitative
research alone; and

•

It is practical, as the researcher is free to use all methods possible to address a
research problem.

The most common and well-known approach to mixing methods is the triangulated design.
This design is used when a researcher wants to directly compare and contrast quantitative
results with qualitative findings or to validate or expand quantitative results with qualitative
data.

The researcher attempts to merge the two data sets, typically by bringing the

separate results together in the interpretation (Creswell & Plano Clark 2007).

To illustrate the use of mixed methods within each AHS case study, the “convergence
model” described by Creswell and Plano Clark (2007) is useful.

This is considered a

traditional model, in which the researcher collects and analyses quantitative and qualitative
data separately on the same phenomenon and the different results are compared and
contrasting during the interpretation (Creswell & Plano Clark 2007). Researchers use this
model when they want to compare results, or validate, confirm or corroborate quantitative
results with qualitative findings (Creswell & Plano Clark 2007). The purpose of this model
is to end up with valid and well-substantiated conclusions about a single phenomenon; in
this study, each AHS.

Figure 4 is based on Creswell and Plano Clark’s (2007, p.63) convergence model; it
provides an illustrative summary of the mixed methods design within each case.
Quantitative and qualitative data collection is concurrent, but these should be considered
two independent types of data.
qualitative analytic technique.

Content analysis is used as both a quantitative and
Further information is provided following regarding this

analytic method.
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Quantitative Data Collection

Qualitative Data Collection

Organisational Documents
Financial Information
Performance Indicators

Organisational Documents
Interviews and Focus Groups

Quantitative Data Analysis

Qualitative Data Analysis

Content Analysis of Annual
Reports
Analysis of Expenditure
Counting of Performance
Indicators

Summaries and Content
Analyses of Strategic Plans and
Annual Reports
Content Analysis of Interviews
and Focus Group Transcripts

Quantitative Results

Qualitative Results

Compare and Contrast

Interpretation
Qualitative + Quantitative

Figure 4: Convergence Model Used in Each AHS Case Study

In this study, where concurrent qualitative and quantitative data collection occurred, the
varied analyses were conducted for different purposes: a) to converge the findings (for
example, interviewee information on performance management frameworks with
performance indicators from annual reports); and b) to a lesser extent, to validate one form
of data with another (for example, to validate qualitative financial information provided by
informants with objective financial data).
It is recognised that methods to assess reliability and validity, or rigour, in quantitative
research cannot be applied directly to qualitative research (King 1994). Hence, while
these terms are used within this study, they are specific to the particular data-analysis
method used for a specific type of data, be it qualitative or quantitative.
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3.2.2

Sample Selection

There are a number of factors to consider in the selection of the sample cases for a case
study.

Authors such as Murphy and Dingwall (2003) report that when striving for

cumulative knowledge to inform policy and practice in health care, researchers will be
reluctant to settle for mere opportunism in selecting the objects of study (Murphy &
Dingwall 2003, p.106).

Pragmatism is not, however, entirely irrelevant to sampling

decisions: Murphy and Dingwall (2003, p.106) for example, refer to the “art of the
possible”. These authors suggest that in selection decisions, pragmatic considerations
should be integrated with a commitment to drawing samples in a systematic and principled
way.

Selecting sample cases must also be done to maximise what can be learned in the period
of time available for the study (Tellis 1997). Some authors suggest that selection criteria
for sites include cases that are typical of the phenomenon being studied, those in which a
specific theory can be tested, or those that will confirm or refute a hypothesis (Keen &
Packwood 1995). However, other authors suggest that while it may be useful to try and
select cases that are typical or representative of other cases, a sample of one or a sample
of just a few is unlikely to be a strong representation of the others (Stake 1995).
In this study, the total population is the eight AHSs that comprise NSW Health (four of
which are metropolitan, and four of which are rural/regional).

It was feasible within the

resources of the research to study 50% of the population; in other words, a sample of four
AHSs. In recognition that in the population of possible cases, half are metropolitan and
half rural/regional, it was considered appropriate to have the same mix in the four selected
sites. A further criterion was then required to determine which two metropolitan and which
two rural/regional AHSs would form the cases.

In acknowledgement of the need for a systematic and principled method of selection that
may also present some sort of “typical” phenomenon, it was determined that an objective
criterion for selection would be the size of the AHS.

Consequently, the cases were

selected based on those AHSs with the largest population (and, correspondingly, the
largest budget), and those with the smallest population (and the smallest budget). The two
metropolitan cases were Sydney South West (SSWAHS) (population approximately
1,334,449) and North Sydney/Central Coast (NSCCAHS) (population approximately
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1,114,565).

The two rural cases were Hunter New England (HNEAHS) (population

approximately 833,761) and Greater Western (GWAHS) (population approximately
304,872).

It is recognised that this method of sampling may inadvertently lead to the inclusion of
sample cases that are in some significant way different to the non-sampled cases, hence
limiting the opportunity to potentially offer generalisations or conclusions relevant to all
AHSs. To determine if there were any apparent differences in the AHSs’ approach to the
State Plan and State Health Plan, an initial analysis was conducted on the annual reports
from all eight AHSs from 2004/5 through to 2007/8. The analysis was done using a
template approach (Appendix 8 contains the completed templates).

(Concepts and

categories relating to the State Plan and State Health Plan were omitted from the
codebook for 2004/5 and 2005/6, as these two years were prior to the release of the
plans).
This initial analysis showed that there were no particular differences regarding issues in
the domains of policy, process and resources (the outcomes of this analysis are described
in the next chapter). Consequently, it was determined that within the scale and time
available for the research it was appropriate to proceed with the conduct of four in-depth
case studies of the sampled AHSs.

3.3

DATA SOURCES AND THEIR COLLECTION WITHIN EACH CASE

Within each case in the study, data was collected in various forms, with the intention to
combine and produce complementary results (Denscombe 2003). The data was collected
from the following sources: AHS (organisational) documents, financial reports/information,
interviews and focus groups. Each of the sources provided data on the impact of the
health promotion components of the State Plan and State Health Plan in the AHSs, yet
each gave a different perspective and allowed for comparison and contrast.

Such

comparative analysis also enhances generalisability and deepens explanation (Miles &
Huberman 1994, cited in Butler 2003). Further, using such a mixed methodology also
aims to enhance the validity of the data through the process of triangulation (Erlandson et
al. 1993; Blaxter, Hughes & Tight 2003). In triangulation, all data items are corroborated
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from at least one other source, and normally by another method of data collection (Keen &
Packwood 1995).

As described previously, some preliminary data from organisational documents was
collected and analysed from the four AHSs that were not in the sample. This was done to
check that there were no apparent major differences within the possible sample case
studies. Table 2 illustrates the data collected from each AHS.
Table 2: Data Collected from Each AHS
Data Source
AHS

Annual Reports Strategic
2004/5 – 2007/8
Plan

Interviews

Focus
Group

Financial
Report

ü
ü
ü
ü

ü
ü
ü
**

ü
ü
ü
ü

Sample AHS
ü
ü
SSW
ü
NSCC
*
ü
ü
HNE
ü
ü
GW
Non-Sample
AHS
ü
SW
ü
SESI
ü
NC
ü
GS
* NSCCAHS has not released a strategic plan.
** No focus group could be organised for GWAHS.

3.3.1

Organisational Documents

Organisational documentation can come in many forms:

for example, annual reports,

public-relations material and press releases, accounts statements, corporate mission
statements, policies on rules and procedures, and formal memos (Forster 1994). These
varied documents constitute a rich source of insights into different employee and group
interpretations of organisational life, because they are one of the principal by-products of
interactions and communication (Forster 1994). Murphy and Dingwall (2003) report that
organisational documents are not mere rhetoric but symbolic representations of the
organisation to itself and to outsiders that could reveal what the organisation has been
required to do to demonstrate its legitimacy.
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Organisational documents also provide another means of triangulating data (Forster
1994). This can help to counteract the biases of other methods and supplement other
sources of information (Forster 1994). The documents in the current study were intended
as supplementary data, which Shaw et al. (2002) and Stemler (2001) suggest can be used
to give a context to or clarify other methods of data collection, such as interviews. This
methodology has been used in previous research. A review of the United Kingdom’s The
Health of the Nation included over 250 semi-structured interviews and scrutiny of over 400
documents (Department of Health 1998). Butler’s (2003) study of local government also
collected strategy statements and annual reports, describing these as comparable, since
both cases published both documents yearly. Andersson et al. (2003) reported that a
basic assumption underlying such an analysis is that the manner of reporting health
promotion activities gives an idea of the local priorities, capacities and organisational
structures for health promotion. Investigating local annual reports may provide information
about the local agenda-setting priorities and aspirations for health promotion (Andersson
et al. 2003).

Annual reports have several advantages over other sources of corporate information.
Osborne et al. (2001) reported their reliability compared favourably to interviews with or
questionnaires from senior executives, as they do not suffer from retroactive sense-making
(Barr, Stimpert & Huff 1992).

Other authors have emphasised the validity of annual

reports because of senior executives’ input into their preparation (Bowman 1984).
However, annual reports have also been criticised because they can be prepared by
public-relations specialists rather than top management (Abrahamson & Hambrick 1997)
and can suffer from significant bias in the attribution of organisational actions and
outcomes (Barr, Stimpert & Huff 1992; Clapham & Schwenk 1991). Hence, Fiol (1989)
has suggested caution when analysing the content of annual reports, and recommended
focusing on non-evaluative statements.

Stemler (2001) has identified some problems that can occur when documents are being
assembled for analysis.

First, when a substantial number of documents from the

population are missing, the analysis must be abandoned. This would suggest that in this
study the same types of documents needed to be available for all of the four AHSs, as it
would be inappropriate to analyse certain documents that may be available for one AHS
but not another. Second, some documents might match the requirements for analysis but
87

be un-codable because they contain missing passages or ambiguous content (GAO 1996).
The documents secured for this study did not have missing passages due to the
advancement in storage of documents (particularly electronically), and the documents
were relatively recent. Ambiguous content, however, cannot be controlled for.
As mentioned above, a key principle of using documents as a data source in this study
was the requirement for the same document types to be included within each case study.
Consequently it was determined that for each case, two document types would be used
from a defined publication period: strategic plans and annual reports.
The AHSs of NSW Health underwent amalgamation in 2004, restructuring from 17 Areas
to eight. Consequently, the only strategic plans available for the eight “new” AHSs were
those released in 2007; these were developed in response to the State Health Plan as part
of an integrated planning framework and described as the inaugural strategic plans for the
new entities. These documents do not provide any information on the organisations prior
the State Plan or State Health Plan.

To assist in investigating changes in response to the State Plan and State Health Plan,
annual reports from each of the case AHSs were located for the 2004/5 and 2005/6
financial years that preceded the release of the State Plan in November 2006, and for the
following two years, 2006/7 and 2007/8. (Later annual reports had not been published at
the time the research was conducted). Therefore the study could potentially examine five
documents per case (or AHS), or a total of 20 documents in the study (not including the
initial analysis of all AHS annual reports). The documents were sourced through a variety
of means, including searches of organisational websites and assisted searching through
the NSW Department of Health library.

There are a number of benefits of complementary document analysis in the study of policy
implementation. First, documents may provide the only way of gaining access to a set of
events or processes when data is not available in other forms (Mason 1996, cited in
Abbott, Shaw & Elston 2004).

This is particularly relevant to the current research, as it

had been only a few years since the policies’ release when this research was conducted.

88

Second, because organisations such as NSW Health are required to publish a range of
reports and plans, documents are usually readily available, and therefore inexpensive to
collect (Appleton & Cowley 1997).

Third, policy documents produced by comparable

organisations are easier and quicker to compare than their structures, processes and
outputs, and should draw attention to policy issues (Abbott, Shaw & Elston 2004).

In addition to the contribution that organisational documents provide to a triangulated
research design, there are other benefits.

One constraint of this study was that

interviewees may have been reluctant to be entirely candid during interviewees. This
issue is not relevant to documentary analysis as there are few, if any, issues of privacy,
anonymity and confidentiality to be negotiated (Hodder 1994, cited in Abbott, Shaw &
Elston 2004). Documents used in this study identified the organisations responsible for
them, and were in the public domain.
Another benefit of documentary analysis is the non-intrusive nature of data collection.
Employees of the AHSs were not inconvenienced by the method of data collection, and
further, as the content was written separately from the study, there was less risk of the
researcher’s analysis and interpretation putting words into people’s mouths or distorting
their testimony (Abbott, Shaw & Elston 2004). The benefits offered by the unobtrusive
nature of this data and the fact that documents are not affected by the researcher or the
study situation was similarly identified as a benefit of case study research on Swedish
government (Andersson et al. 2003).

While there are several advantages to documentary analysis, its limitations should also be
recognised. Such documents only say something about what the governing bodies want
to present about their aims and motives. Vallgarda (2001) points out that they may have
aims and motives that they do not find it appropriate to write about. In their research on
Swedish local government, Andersson et al. (2003) also noted that a shortcoming of the
study material was that it was unknown whether the quotations reflected policy practiced
(Andersson et al. 2003).
The limitations of such documents themselves should also be recognised. In particular,
organisational documentation may not be an authentic or accurate record of actual events
and processes. Further, it may be difficult to generalise about organisations using these
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kinds of data (Forster 1994), and they may not be truly representative of life in a particular
organisation: they are invariably political and subjective (Forster 1994). Such documents
need to be carefully checked, interpreted and triangulated with other data sources (Forster
1994). In this study, the other data sources were the financial reports, key informant
interviews, and focus groups.

It is appropriate to recognise that there may have been other organisational documents
that could have been analysed to provide data for this study. As described earlier, these
might have included business plans, media releases and operational plans for example.
However, annual reports and the 2007 strategic plans were the only documents that every
AHS was required to have.

3.3.2

Financial Reports

The second type of data source in this study is AHS financial data for health
promotion/prevention-related expenditure over time (both before and after the release of
the State Plan and State Health Plan) in each AHS.

In testing their theory of social construction theory and policy implementation, NicholsonCrotty and Nicholson-Crotty (2004) conducted a cross-sectional analysis of state
expenditures on inmate health. This allowed them to examine whether a state’s view of
inmates was related to state-level health expenditure per inmate.

The collection of

financial data in this study has similarly enabled a quantitative examination of whether
AHSs “put their money where their mouth is”.
High-level financial information was sourced from the AHS annual reports. All the annual
reports included audited financial statements, which provide details of the total Net Cost of
Services (NCOS) (the total AHS expenditure and revenue from any source per year) and
program reporting against 10 programs of health care delivery2 with a standard
methodology for apportionment advised by the NSW Department of Health. According to

2

The 10 program areas are: Primary and Community, Aboriginal Health, Outpatient Services, Emergency Care Services,

Overnight Acute, Same Day Acute, Mental Health Services, Rehabilitation and Extended Care, Population Health, and
Teaching and Research. Within these program areas, there is no “perfect” program area to demonstrate the NCOS for
health promotion/prevention. However, Population Health (Program 5.1) is the most closely related program area. Table 3
provides a full list of sub-programs within population health.
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NSW Health (2009e), the audited statements provide information at the AHS level of
expenditure and revenue by the NSW Health budget programs.

Other authors have

suggested that expenditure data provide the most accurate assessment of the financial
status of a health system, and reflect the actual financial cost of providing services
(PHRplus 2004, cited in Powell-Jackson & Mills 2007).
Table 3: Sub-Program Codes and Components (Population Health)
Code
Component
5.1.01.3 Food Standards, Hygiene and
Regulation
5.1.03.3 Tobacco: Health Promotion
and Regulation*
5.1.05.3 Mixed Drugs: Health
Promotion and Regulation*
5.1.07.3 Injury Prevention Programs**
5.1.09.3 General Health
Promotion/Education*
5.1.11.3 Cervical Cancer Screening

5.1.13.3 Needle Exchange Program

Code
Component
5.1.02.3 Alcohol: Health Promotion and
Regulation*
5.1.04.3 Illicit Drugs: Health Promotion
and Regulation
5.1.06.3 Environmental Health
5.1.08.3 Safe Sexual Health Programs
5.1.10.3 Breast Cancer Screening
5.1.12.3 HIV/AIDS and Sexually
Transmitted Disease
Prevention, Detection and
Control
5.14.3
Other Communicable Disease
Prevention, Detection and
Control
5.1.16.3 Childhood Immunisation
Programs**
5.1.18.3 Public Health Laboratory
Services
5.1.20.3 Public Health System Support
5.1.22.3 Health Service Regulation:
Other Regulation
5.1.24.3 Research – Public Health

5.1.15.3 Other Disease Prevention,
Detection and Control
5.1.17.3 Other Immunisation
Programs**
5.1.19.3 Other Related Public Health
5.1.21.3 Health Service Regulation:
Professional Registration
5.1.23.3 Public Health Workforce
Training and Development
Source: NSW Health 2007.
* Denotes a priority area related to the State Plan.
** Denotes additional priority areas in the State Health Plan.

In addition to the high-level audited financial information available from the annual reports,
access to routinely collected financial information through the NSW Department of Health
was sought. This data was requested through internal communication between the NSW
Department of Health, Deputy Director-General Population Health and Chief Health Officer
(organisational supervisor of the chief-investigator at her place of work) and the NSW
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Department of Health, Chief Financial Officer. Seeking access to financial data routinely
collected by the NSW Department of Health from AHSs was chosen instead of surveying
individual AHSs about their expenditure.

Previous research by Moore and Keen (2007),

in which health authorities were individually surveyed seeking financial data, identified
several problems with this technique (refer to Section 2.3.4).

By accessing routinely collected financial data, as opposed to surveying individual AHSs,
this study may not necessarily have overcome the problems encountered by Moore and
Keen (2007). Such problems are also likely to be encountered by the NSW Department of
Health in its routine data collection. However, this study at least minimised the burden on
AHSs of participating in the research, and also reduced the complexity of the proposed
study by accessing available data rather than creating a new data source.
The Unaudited Annual Returns (UARs) for each AHS were examined. According to NSW
Health (2009e), the UAR survey covers data items that cannot be obtained from
operational systems (such as the Admitted Patients Data Collection and the Department of
Health Reporting System), and which the Department requires to meet its reporting
obligations under the National Health Information Agreement. The UAR is the source for
expenditure, revenue, financial and staffing measures by sub-program.
The UAR for the Population Health sub-program was accessed for the four financial years
relevant to this study (2004/5 through to 2007/8). The data was provided in an Excel
spreadsheet from the Intergovernmental Funding and Strategies Branch of the NSW
Department of Health.

However, for a number of sub-program areas, there was no

financial data entered for a particular year.

The Branch confirmed that this was not

missing data; rather the expenditure reported by the AHS was in fact zero.

As shown in Table 4, there are clear sub-program areas of expenditure for illicit drugs, risk
alcohol drinking and tobacco, three of the four State Plan priority areas.

There is,

however, no discrete sub-program reporting for childhood obesity, the fourth priority of the
State Plan. Sub-program 5.1.09.3, General Health Promotion/Education, is considered the
most relevant, as the description in the Standards Manual advises that it includes the
following (NSW Health 2007):
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•

Organised population programs, or programs with a population focus, for example,
Healthy Cities and Healthy Schools Programs;

•

Activities of health promotion officers, life promotion officers (suicide prevention),
public health nutritionists where their work is considered a part of designated
population health programs;

•

State Government funding for health promotion councils or non-Government
organisations (eg. Skin Cancer Foundations, National Heart Foundations);

•

Development, administration, implementation and evaluation of health promotion
policy, programs, guidelines and legislation;

•

Development and maintenance of health promotion databases (including data
collection), where they can be separated from non-public health databases;

•

Health sector input to cross-sector health education; and

•

Organised population health disease screening for heart disease risk factors.

While General Health Promotion/Education is not an ideal sub-program, as it evidently
includes some activities not related to childhood obesity prevention, it was considered the
only program area that could contain these activities. Furthermore, and perhaps more
importantly, none of the exclusions listed in the Standards Manual (NSW Health 2007)
exclude childhood obesity prevention activities from being recorded against this area of
expenditure.

Similarly, because there is no clear sub-program for Falls Prevention in

Older Adults, a State Health Plan priority area, the sub-program of Injury Prevention
Programs is used.

The two data sources for financial information - the audited financial statements from the
statutory annual reports and the UAR data - are separate and discrete data sources, each
with its own limitations. The NCOS data is audited, unlike the UAR data. Moreover, the
NCOS data considers the cost - that is, all the expenses associated with the provision of
the health system. This, for example, would include items such as utilities, insurance and
cleaning. Further, there is likely to be some arbitrary apportioning of various costs to
program areas. The key limitation of the NCOS data is that it is high-level, and does not
provide details regarding sub-program areas. Further, due to the NCOS’s focus on cost,
increases may indicate greater costs, but not necessarily greater activity or expenditure on
particular priority issues.
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UARs are surveys that capture AHS reported expenditure against a program area,
although they do not capture all the costs of delivering services. Unlike the NCOS data,
UARs are not audited. There are numerous sub-program areas within the UARs, some of
which seem very similar, and hence there is scope for different approaches within and
across AHSs with regard to the assignment of expenditure to a particular program area.

In addition to the financial data, population data for each AHS is required for some of the
analyses. The population in each AHS for each year in the study was not available, due to
the unavailability of census data. Hence, the estimates for the population in the year 2006
are used for each of the four financial years. This data was sourced from the NSW Health
website (NSW Health 2008), and are the most recent estimates of area populations
available. However, the limitations of using the same population estimate over time should
be recognised.

While changes in the population over four years are unlikely to be

substantial at an area level, using a single population figure as a denominator with
relatively small amounts of funds as the numerator (to provide per-capita spending for
example) may influence the result.

3.3.3

Interviews

King (1994) reported that interviews are the most widely used qualitative method in
organisational research: the method is flexible, and capable of producing data of great
depth. Other authors have also reported that qualitative interviews can make a significant
contribution to health studies (Murphy & Dingwall 2003). Keen and Packwood (1995)
suggested that qualitative methods in case studies are most valuable when the question
posed requires detailed investigation of a real-life intervention. This study would certainly
appear to meet such criterion. Further, there are some circumstances where interviews
have significant advantages over observation, which Murphy and Dingwall (2003) consider
to be the gold standard for qualitative research. Some questions of interest are simply not
amenable to observational research, as the relevant activity does not always take place in
neatly definable geographic locations such as a hospital ward, clinic or doctor’s office
(Murphy & Dingwall 2003, p.78).
Interviews are also sometimes chosen for entirely pragmatic reasons. It is generally easier
to negotiate access to conduct them than to conduct extended periods of observation, and
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they can be scheduled to meet the time constraints of both interviewer and informant
(Murphy & Dingwall 2003).

Consequently, one of the qualitative data sources was interviews with various personnel in
the organisation.

Hurford (2003) argued that evidence collected in such interviews

provides information about how policy actors feel about their work, their colleagues and
their politicians. Further, it also provides information about what the interviewees think
they should be spending their time doing, their aspirations and their values (Hurford 2003).
Interviews are considered an efficient method of collecting information about people’s
knowledge, personal backgrounds and opinions (Thomas 2003).

There are different forms of interviews, ranging from very structured quantitative
approaches (where the questions are mostly closed in nature), to very open, fluid,
unstructured qualitative questioning. This study used a semi-structured open-response
interview approach, somewhere between these approaches.

In this semi-structured,

open-ended response format, an interview schedule is used that has questions in a set
order. However, the questions are open-ended, and there is flexibility to allow variation in
the order (King 1994), and to allow further questioning on topics if appropriate. This semistructured, open-response interview approach was selected due to its appropriateness in
situations where a quick, descriptive account of a topic is required, without formal
hypothesis-testing; factual information is to be collected, but there is uncertainty about
what and how much information participants will be able to provide; and the nature and
range of participants’ likely opinions are not well known in advance, and cannot be easily
quantified (King 1994). Semi-structured interviews allow common issues to be discussed
while providing the flexibility for participants to talk more broadly (Todd et al. 2000).

In qualitative research, ‘purposeful sampling’ means that researchers intentionally select
participants who have experience with the key concept being explored (Creswell & Plano
Clark 2007). The aim is to select information-rich cases for in-depth study (Rice & Ezzy
1999). This is a deliberate non-random method that samples a group of people or settings
with a particular characteristic (Bowling 1997). The aim of this sort of sampling is to
describe the process involved in a phenomenon, rather than its distribution (the purpose in
quantitative sampling) (Rice & Ezzy 1999). Further, “stratifying” a purposeful sample,
according to the typology of sampling strategies described by Kuzel (1992), illustrates sub95

groups and facilitates comparisons. This type of non-probability sampling can also be
referred to as “strategic” or “judgement” sampling (Gilchrist 1992).

One method of purposeful sampling is “maximal variation sampling”, in which individuals
are chosen who hold different perspectives on the central phenomenon. This sampling
strategy aims to select cases that provide for a wide variety of experience or variations on
the process being examined (Rice & Ezzy 1999).

The central idea is that if participants

are purposefully chosen to be different in the first place, their views will reflect this
difference and provide a good qualitative study (Creswell & Plano Clark 2007).

An

example of this is Matthews, Jackson Pulver and Ring’s (2008) Australian research, which
interviewed stakeholders from seven interview groups including different tiers of
government, peak bodies, researchers, and service providers.

In the same way, the

personnel interviewed in this study spanned the hierarchical tiers of each AHS. This was
intended to elicit variation in views due to different organisational perspectives, whilst also
providing subgroups to compare. In deciding how many participants to recruit, the amount
of time and resources available is a critical factor. King (1994) reported that to analyse the
transcript of one interview may take two or three working days, and these figures must be
added to the time taken to develop the guide, recruit participants, carry out the interviews,
travel and obtain feedback. It was deemed that within the resource and time constraints of
this study, three interviews and one focus group per AHS, a total of 12 interviews and four
focus groups, was feasible.

One joint interview was conducted with the chief executive and Director, Population
Health, Planning & Performance (the first two tiers of the organisation). A further joint
interview was conducted with the Director, Population Health (or similar) and the Manager,
Health Promotion (the third and fourth tier of the organisation). A solo interview was also
conducted with the Director of Finance (or equivalent) of the AHS3. A semi-structured
interview schedule was developed and used for each interview.
The names and contact details of the individuals holding the relevant positions in each
AHS were identified through existing databases known to the investigator through her work
(NSW Department of Health). Potential interviewees were invited to participate in the
study through an introductory letter and information sheet sent to their employment
3

There were varied response rates in each Area Health Service – refer to Section 4.2.2.
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address. (Appendix 2 contains this letter and information sheet). The research assistant
then contacted recipients of the invitation letter by phone or email, and for those
consenting to participate, arrangements were made for a convenient time to conduct the
interview at their choice of location (generally their place of work). Interviewees were
requested to sign the consent form at the time of the interview, and their consent was also
gained for the tape recording of the interview. (Appendix 3 contains this consent form).
All interviews were conducted by the same research assistant, and the transcripts of the
interviews were transcribed by an administrative assistant. Difficult and time-consuming
though transcription is, there really is no satisfactory alternative to recording and
transcribing qualitative research interviews, according to King (1994).

The limitations of interviews should be noted.

As Murphy and Dingwall (2003) have

pointed out, during an interview informants serve as proxy observers, describing events or
their own internal experiences and states of mind. The description of events is secondhand, and produced by an untrained observer whose responses may introduce unknown
influences before the researcher begins analysis (Murphy & Dingwall 2003).

Such a

lengthening of the chain of interpretation and inference does not necessarily mean that
interview data is irredeemably flawed: rather, that researchers need to be particularly
careful in how the information is used (Murphy & Dingwall 2003).
In the review of The Health of the Nation (Department of Health 1998) in the United
Kingdom, it was reported that staff turnover and organisational turbulence contributed to
lapses of corporate memory, which hindered consistent data collection and interviewees’
recollection of events. Such nuances are unlikely to be unique to the health services in the
United Kingdom, and may be evident in this study.

This is further rationale for the

collection of data from more than one source. Further, an interview may be an ineffective
way to gather trustworthy information whenever the questions touch on matters that
interviewees find personally sensitive (Thomas 2003).

Development of the semi-structured interview guide
A theory-driven approach was used to develop the semi-structured interview guide. Based
on the aims and research questions of the study, and the results of previous research and
theories presented earlier in the literature review (Section 2.5), interview questions were
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developed that clustered around the domains of policy, process and resources. Other
authors have used a similar approach in the development of semi-structured interview
guides, basing them for example on concepts from political science approaches
(Guldbrandsson, Back & Bremberg 2008). In semi-structured, open-ended interviews, the
same questions are asked in the same sequence but informants are encouraged to
answer these questions in their own terms, and where appropriate to expand on their initial
responses (Murphy & Dingwall 2003). If a local issue is being explored in the context of a
significant body of existing knowledge, as was the case in this study, then a more
structured approach is appropriate as the researcher tries to identify similarities and
differences (Murphy & Dingwall 2003, p.77).

Within the policy domain, possible questions were developed around the concepts of
shared vision, targets and results/measurements.

In the process domain, possible

questions were developed around the concepts of feasibility, structures, relevance/context,
competing priorities, and monitoring/performance management. Finally, within the domain
of resources, possible questions were developed around the concepts of human,
spending/ring-fencing, and resource allocation. Appendix 4 contains a diagram of this
conceptual framework for the development of individual questions.
This list of possible questions was then narrowed through discussion with the chief
investigator’s supervisors, to a feasible number of questions for a one-hour interview.
During the deliberations over which questions to ask, it was recognised that the way in
which questions are asked during an interview has a major bearing on how useful the
responses are likely to be. Hence it was attempted to avoid questions that have multiple
questions within them, as suggested by King (1994). Further, questions were phrased as
simply as possible, and potentially leading questions avoided.

The interview guide was further reviewed to order and cluster the questions appropriately,
so that the interview started with general questions, and moved to more focused
questions. It is normally best for an interview to open with a question that the interviewee
can answer easily and without potential embarrassment or distress, according to King
(1994). Requests for factual or descriptive information can be useful opening questions,
with more difficult or sensitive questions held back until some way into the interview (King
1994).

For example, in this study the first two questions were: 1) How important is
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prevention/health promotion seen by the AHS? Why/Why Not? and 2) How far have the
State Plan/State Health Pan assisted with focusing on health promotion/prevention?

In addition, King (1994) suggests that it is important to avoid ending the interview on a
topic that is difficult, threatening or painful.

Hence the interview finished with broad

questions asking participants to sum up how things had changed and offering them the
opportunity to add anything else. Such an approach has been recommended by King
(1994), who suggested that it is useful to finish by giving the interviewee the opportunity to
make any comments about the subject at hand that have not been covered in the rest of
the interview.

Appendix 5 contains the semi-structured interview guide used by the research assistant
conducting the interviews.

Rationale for the use of a research assistant
As first mentioned in Section 3.1.1, the study design included the use of an independent
research assistant who was an employee of the Centre for Health Service Development at
the University of Wollongong.

The research assistant was engaged to arrange and

conduct the interviews and focus groups.

During the design of this study, it was recognised that there were a number of beneficial
reasons why an independent research assistant, rather than the chief investigator (an
employee of the NSW Department of Health), should undertake the interviews and focus
groups.

The reasons included: 1) the potential bias of the chief investigator; 2) the

possible perception of a conflict of interest, and 3) the power relationship between the
chief investigator and some of the interviewees/focus group participants, which may have
inhibited candor.
The Centre for Health Services Development at the University of Wollongong offered an
experienced research-staff member to act as the research assistant as in-kind support.
The Graduate School of Business provided the necessary funds to cover travel and other
costs associated with the interviews and focus groups across NSW.
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Instructions provided to research assistant
The research assistant, while familiar with NSW Health, was not familiar with health
promotion, the State Plan or State Health Plan, nor did she have any existing professional
relationship with any of the study participants.

Although the research assistant was

experienced in conducting interviews, in addition to the semi-structured format of the
interview schedule, she was provided with the following further advice (based on King’s
1994 suggestions):
•

Advise interviewees of the time required and available for the interview;

•

Describe the level of anonymity associated with the answers (as per the consent
form);

•

If the interviewees appear to be giving short, nondescript answers, try probing
questions such as “why”, “how”, ask for examples, etc;

•

If interviewees appear to be going too far off the topic, refer back to earlier points
that were relevant to the research questions;

•

Acknowledge that due to the status of some interviewees, it is important to be
respectful of their professional or expert knowledge, while remaining confident in
the process you are undertaking; and

•

Where interviewees appear to be having trouble answering a question, offer to
come back to it later.

The research assistant had no role in the research other than supporting the establishment
of a mutually convenient time for the interview and focus group, gaining and recording
consent from participants and working through the semi-structured guide with participants
while making a recording of the discussion. The research assistant then provided the
tape-recording to the chief investigator for transcription.

3.3.4

Focus Groups

As described by Steyaert and Bouwen (1994), there are a number of possible group
contexts that can be studied as a vehicle for generating data and interpretations about
organisations. The variable factors are associated with the purpose of the group, and
whether it is a natural or created group for the purposes of the research. Within this study,
the purpose was considered “exploratory”, and hence a created group interview or focus
group was considered appropriate. Focus groups give the opportunity to “hear different
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accounts or voices at the same time on the same phenomenon”, with the aim being to
catch in a condensed way the range of different voices (Steyaert & Bouwen 1994, p.128).

Within each AHS there are many staff working within health promotion; their activities span
the particular priority issues of obesity, smoking, risk alcohol drinking and illicit drug use.
As such, a focus group was conducted with staff in each AHS4 who delivered health
promotion programs and were line-managed by the Area Manager of Health Promotion
(who was an interviewee in the study). It was anticipated that the interviews and focus
groups with a broad range of AHS employees would identify diversity both within and
between the cases.

The names and contact details of the health promotion officers were identified through
existing databases known to the chief investigator through her place of work (the NSW
Department of Health). To be considered part of the potential sample, the employees
needed to report to the Area Health Promotion Service Manager or Director of Health
Promotion. The numbers of potential participants in each AHS varied as follows:
•

Sydney South West (62)

•

Northern Sydney Central Coast (39)

•

Hunter New England (59)

•

Greater Western (11)

Based on Steyaert and Bouwen’s (1994) suggestion that the general size of a group can
be between six and 10 people, 10 randomly identified health promotion staff from each
AHS were invited to participate in the focus groups (recognising there could be drop-out).
The randomisation occurred through the names of potential participants being listed
individually on a piece of paper, the paper folded, and put into a container, and 10 names
selected out of the container. Where the research assistant had difficulty contacting a
selected staff member, or they were unable to participate, a further participant was
identified using this same method.

The 10 potential focus group participants were invited to participate in the study through an
introductory letter and information sheet sent to their place of work. (Appendix 2 contains
this letter and information sheet). The research assistant then contacted recipients of the
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invitation letter by phone or email. For those consenting to participate, arrangements were
made for a convenient time to conduct the focus group with them and their similarly
sampled peers at their choice of location (generally their place of work). Where it was too
difficult for all consenting staff to be at the same place for the focus group, it was
conducted via teleconference.

Focus group participants were requested to sign the

consent form at the time of the focus group, and their consent was also gained for the tape
recording. The consent form was the same as that used for the interviews (Appendix 3).
The focus groups were taped and transcribed (subject to participant permission).
The focus group interview is similar to the individual interview in many ways. It can have
multiple formats and the principles of good questioning are much the same (Steyaert &
Bouwen 1994).

Consequently, the semi-structured interview schedule used in the

individual interviews was similarly used in the focus groups. However, the following
elements are distinctive: the key interaction is not between the interview and interviewee,
but between the participants.

Also other social processes are involved – the public

characters of the stories participants bring in, and the group processes that steer the
general outcome of the interview (Steyaert & Bouwen 1994).

While the same interview

schedule was used in the focus groups as the interviews, the different dynamics of group
interviews (focus groups) compared to the individual interview should be considered. In an
individual interview, the private and personal account is at stake, whilst in a group
interview the accounts immediately have a public character.

Instructions provided to the research assistant for the focus groups
The same research assistant who conducted the interviews was engaged to conduct the
focus groups. While the research assistant was experienced in conducting focus groups,
in addition to the semi-structured format of the interview guide, she was provided with the
following further advice (based on Steyaert and Bouwen’s 1994 suggestions):
•

Ensure participants introduce themselves;

•

Advise participants of the time required and available for the discussion;

•

Advise participants that the research assistant’s role is give everybody an equal
chance to participate, and that the research assistant may interrupt at times to
ensure everyone gets a chance to participate;

4

No focus group was conducted in GWAHS – refer to Section 4.2.2.
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•

Describe the level of anonymity associated with answers (as per the consent form);

•

If one person appears to be dominating the discussion, try to intervene with
statements like “I appreciate your input, but let’s see what others also think”;

•

If everyone is speaking at the same time, try and get participants to agree to a
“contract” of only one speaking at a time; and

•

If the discussion seems to wane, try summarising what has been said so far and
get reactions to it.

3.4

DATA ANALYSIS

In this study, there are three sources of text data: organisational documents (annual
reports and strategic plans) and interview and focus group transcripts.

Each type of

document is approached with a different analytic technique due to their differing format
and contents.

Before, describing the analyses of each form of data, background

information regarding content analysis is provided, as varied forms of content analysis are
used with the organisational documents and transcripts in this study.

3.4.1

Content Analysis

“Content analysis” describes a family of analytic approaches ranging from impressionistic,
intuitive, interpretive analyses to systematic, strict textual analyses (Rosengren 1981).
Content analysis has become more frequently used in health studies in recent years
(Hsieh & Shannon 2005), and has been defined as a systematic, replicable technique for
compressing many words of text into a few content categories based on explicit rules of
coding (Stemler 2001).
The source information for a content analysis can be anything written: an original
document; a transcript of a speech, conversation, discussion or oral answers to questions;
or a verbal description of visual information, such as a film, video or photograph (GAO
1996). Some documents may already exist at the beginning of the research; others may
be created through data collection during the research (GAO 1996). The documents
analysed in a content analysis need to be able to yield information on the variables of
interest (GAO, 1996). In this study, the domains of interest were policy, process and
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resources. The interviews and focus group questions in the semi-structured interview
guide were built around these domains of interest; similarly, the AHS annual reports were
selected for their likelihood to provide insights into some of these domains at a high level.

Content analysis can be both a quantitative and qualitative technique. In a quantitative
content analysis, counts and tabulations of the codes summarise what is known about the
data, and the analytic efforts typically stop with the presentation of these numerical results
(Morgan 1993).
In qualitative content analysis, however, such counting leads to the crucial further step of
interpreting the pattern that is found in the codes (Morgan 1993). Quantitative content
analysis seeks to answer questions about what and how many; and qualitative seeks to
answer questions about why and how the patterns in question came to be (Yin 1989). For
qualitative content analysis, counts can be seen as both the end of a descriptive process
and the beginning of an interpretive process (Morgan 1993). Qualitative and quantitative
research into health and health care are “complementary rather than competing strategies
for data collection and analysis”, according to Murphy and Dingwall (2003, p.34).
Weber (1990) suggests that content analysis can be a useful technique that allows
researchers to discover and describe the focus of individual, group, institutional or social
attention.

The process of content analysis entails searching through one or more

communications to answer research questions (Thomas 2003).

In this study, the

technique was used to describe the focus of the AHSs as an organisation (as outlined by
the communication of organisational documents) and of the individuals within it (as
outlined through interviews and focus groups with employees).
There are a number of approaches to conducting content analysis, largely dependent on
the way the analytical categories (which describe and explain the social phenomena) are
obtained. The categories may be derived inductively – that is, obtained gradually from the
data – or used deductively, either at the beginning or part way through the analysis as a
way of approaching the data (Pope, Ziebland & Mays 2000). Some authors describe the
“inductive” approach as conventional, and generally used with a study design that aims to
describe a phenomenon (Hsieh & Shannon 2005). In these cases, researchers avoid
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using preconceived categories (Kondracki & Wellman 2002) instead allowing the
categories and names for the categories to flow from the data.

Pope, Ziebland and Mays (2000) suggest that deductive analysis is less common in
qualitative research but is increasingly being used in what these authors describe as the
‘framework approach’. When dealing with a-priori (deductive) coding, the categories are
established before the analysis based on a given theory (Stemler 2001). Professional
colleagues agree on the categories, and the coding is applied to the data. Revisions are
made as necessary, and the categories are tightened up to the point that maximises
mutual exclusivity and exhaustiveness (W eber 1990).

In this study, a deductive category-development approach was used for the theoretical
domains, concepts and categories where possible. This approach was selected due to the
previously described conventional (inductive) approach being limited in both theory
development and description of the lived experience: both sampling and analysis
procedures make the theoretical relationship between concepts difficult to infer from the
findings (Hsieh & Shannon 2005). A deductive approach has also been used in studies
examining the health promotion content of annual reports, focus groups and open-ended
survey responses (Andersson 2006).

Further, Hsieh and Shannon (2005) suggest that a

deductive approach is appropriate in situations where an existing theory or prior research
about a phenomenon is incomplete or would benefit from further description. The goal of a
deductive approach to content analysis is to validate or extend conceptually a theoretical
framework or theory (Hsieh & Shannon 2005). Existing theory or research can help focus
the research question, and can provide predictions about the categories of interest or
about the relationship among the categories, thus helping to determine the initial coding
scheme or relationships between codes.

The main strength of a deductive approach to content analysis is that existing theory can
be supported and extended. In addition, as research in an area grows, this approach
makes explicit the reality that researchers are unlikely to be working from the naive
perspective that is often viewed as the hallmark of naturalistic (inductive) designs (Hsieh &
Shannon 2005). There are also practical reasons why a structured approach is beneficial.
Miles and Huberman (1994) suggest that a structured approach may provide for some
efficiency in data collection, reduce the likelihood of data overload, and assist with
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comparing cases.

In particular, where a study involves multiple cases, a directed

approach, using the same instruments allows for conversing across the case studies
(Miles & Huberman 1994).

However, there are limitations to a deductive approach using a-priori coding – primarily, it
can lead to bias.

Glasser (1992) warns of “forced description” and rendering data

unfaithful to reality. Similarly, Miles and Huberman (1994) suggest there is a risk of being
less receptive to idiosyncrasies in cases, and the approach may encourage or allow the
researcher to bend data out of contextual shape to answer a cross-case analytic question.
Techniques suggested by Glasser (1992) to minimise such bias include constant
comparison and saturation, and core relevance. Throughout the following description of
the methods, several techniques are described to minimise the potential bias.

Process of content analysis
Previous authors have suggested varied steps in the process of content analysis, with
Table 4 summarising the processes used by a number of authors. Some of the variations
in the process described by these authors, are probably related to whether the content
analysis being used is qualitative, quantitative or both.
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Table 4: Examples of Approaches to the Process of Content Analysis
Authors: Kaid (1989)

Pope, Ziebland Fereday & Muir& Mays (2000)
Cochrane (2006)

Step 1

Formulating the
research questions

Familiarisation
with the data

Developing the
code manual

Step 2

Selecting the
sample

Testing the
reliability of codes

Step 3

Defining the
categories

Identifying a
thematic
framework
Indexing

Step 4

Outlining the
coding process
(and training)
Implementing the
coding process

Step 5

Step 6

Determining
trustworthiness

Step 7

Analysing the
results

3.4.2

Charting

Mapping and
interpretation

Summarising data
and identifying
initial themes
Applying template
of codes and
additional coding
Connecting the
codes and
identifying themes
Corroborating and
legitimating coded
themes

General
Accounting
Office (GAO)
(1996)
Deciding
whether to use
content analysis
Defining the
variables
Selecting
material for
analysis
Defining the
recording units
Developing an
analysis plan
Coding the
textual material
Analysing the
data

Strategic Plans

The three AHS strategic plans all follow an almost-identical format, with the following
sections:
•

Chief executive’s message

•

Vision and goals of NSW Health

•

Where we want to be in 2010

•

Current pressures and future challenges

•

Equity in the supply and delivery of health services

•

Seven strategic directions

•

The planning process

Only a few of these sections contain content unique to the Area. Therefore, due to the
relatively limited amount of unique text available for analysis, it was determined that
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summarising the information they contained and considering what it included and did not
include was an appropriate first step in the analysis.

A draft codebook was then developed; this codebook was based on program logic models.
A program logic model is a picture of how an organisation does its work – the theory and
assumptions underlying the program; it links outcomes (both short- and long-term) with
program activities/processes and the theoretical assumptions/principles of the program
(W.K. Kellogg Foundation 2004). A logic model shows the relationships between the
objectives of the program, program activities, indicators and resources (Rush & Ogborne
1991; Rutman 1980; Wholey 1987). Its purpose is to provide stakeholders with a road
map describing the sequence of events that connect the need for the planned program
with the program’s desired results.

The W.K. Kellogg Foundation (2004) suggests that

the use of a logic model is an effective way to ensure program success, and that its use
throughout a program helps systematise program planning, management, and evaluation.
The program logic model was considered an appropriate framework on which to base the
codebook due its relevance to strategic planning documents. Theoretically, a strategic
plan is a high-level road map of where the organisation wants to be, and how they intend
to get there. The program logic model provides a tool to determine whether the strategic
plan contains the elements that would be expected in a well-considered plan that is likely
to be achieved.

Dwyer and Makin (1997) provide an expanded framework or template for a logic model
that includes the following components: goal, target group, components, long-term
objectives, long-term outcome indicators, short-term objectives, short-term outcome
indicators, process objectives, process indicators and resources. The codebook for this
study was based on their framework. It was then applied to Strategic Direction 1 of the
AHSs’ strategic plan, which is the most relevant to health promotion/prevention.
Content of the strategic plans was then categorised and inserted into the codebook, and
where possible simultaneously analysed and valued. The criterion used for valuing the
presence (ü) or lack (û) of a category was straightforward in most cases as the categories
were generally either present or not.
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Similar to the analysis of the other written materials, this is considered to be a deductive
analytical approach, whereby a theory or model provides the given categories for coding
the material (Dahlgren, Emmelin & Winqvist 2004, cited in Andersson 2006).

(Appendix

10 contains the codebook applied to the strategic plans).

3.4.3

Annual Reports

As mentioned earlier, an analysis of the annual reports of all eight AHSs was conducted
(although only four AHSs eventually formed the cases). The process for the analysis of
the annual reports began with the chief investigator familiarising herself with their format
and content.

A draft codebook, or “matrix”, was then developed based on the same

theoretical framework used to develop the semi-structured interview guide (refer to Section
2.7 regarding the conceptual framework). This focused on policy, process and resources.
As mentioned previously, this was considered to be a deductive analytical approach,
whereby a theory or model provides the given categories for coding the material
(Dahlgren, Emmelin & Winqvist 2004, cited in Andersson 2006). (Appendix 9 contains the
codebook used for the annual reports).

Content of the annual reports was categorised and inserted into the codebook against the
relevant category, and where possible simultaneously analysed and valued. The criterion
used for valuing the presence (ü) or lack (û) of a category, was straightforward in most
cases as they were generally either present or not. The remaining, strictly quantitative
data that could not be coded as a tick or cross were proportions (for example, the
proportion of indicators relevant to health promotion, and the proportion of the total NCOS
for the population health program). The concepts and categories related to issues not
relevant prior to the release of the State Plan and State Health Plan were omitted when
the codebook was applied to annual reports from 2004/5 to 2005/6 (the years prior to the
release of the plans).

In summary, the process for the annual reports was as follows:
1. Selecting the sample and material for analysis (as described earlier);
2. Developing the codebook based on the theoretical framework, which included
theoretical domain, concepts, categories, and examples;
3. Testing the codebook on an annual report;
4. Refining the codebook after the testing;
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5. Applying the codebook to all data in the sample to elicit results; and
6. Interpreting the results.

Classification of Performance Indicators
Within the codebook, one of the categories related to targets sought to quantify what
proportion of an AHS’s performance indicators could be considered to be related to health
promotion/prevention. In order to do this, a spreadsheet of all the indicators from all the
annual reports across the years was developed. (Appendix 6 provides a sample from the
spreadsheet).
To be considered as an indicator within an AHS report, the Area needed to attempt to
provide data against it, and it needed to be recorded within the Performance (or similar)
section of the annual report. In some annual reports, AHSs listed an indicator, but advised
there was no available data or that data was under development; this was not recorded as
being a performance indicator for that financial year.
To determine which indicators were related to health promotion/prevention, and which to
other performance areas, the strategic goals to which they were aligned, before and after
the State Plan were used as a guide. Prior to the State Plan and State Health Plan, AHSs
consistently reported against goal areas such as Healthier People, To Keep People
Healthy, Population Health, and Aboriginal Health. Indicators within these goal areas were
classified as health promotion/prevention.
The indicators reported against by AHSs did not change to a great extent after the State
Plan and State Health Plan. After the State Plan and State Health Plan, the health
promotion/prevention indicators were largely within the State Health Plan priority area of
Make Prevention Everybody’s Business. A small number of indicators after the State
Health plan were within Strategic Direction Three: Strengthen Primary Health and
Continuing Care in the Community, and Strategic Direction Four: Build Regional and Other
Partnerships for Health.

Table 5 lists the performance indicators considered to be health promotion/prevention.
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Table 5: Health Promotion/Prevention Indicators
Indicator

State
Plan
ü
ü
ü

Alcohol (risk drinking behaviour %)
Smoking (daily or occasionally %)
Overweight or Obese (%)
Physical Activity (adequate %)
Fruit (recommended daily intake %)
Vegetables (recommended daily intake %)
ü
Potentially Avoidable Mortality (75yrs and under)
Hospitalisations for Fall Injuries (65yrs and over)
Influenza Immunisation Rate (65yrs and over)
Pneumococcal Immunisation Rate (65yrs and over)
Breast Cancer Screening
First Antenatal Visit (< 20 wks, Aboriginal & Non
Aboriginal)
Low Birth Weight Babies (Aboriginal and Non Aboriginal)
Infants Fully Immunised Rate
Families First Universal Home Visits Offered
Families First Universal Home Visits Received within Two
Weeks of the Birth
Otitis Media Screening Rate (Aboriginal children)
Statewide Infant Hearing Screening Program
(þ this indicator is contained in the Plan)

3.4.4

State Health
Plan
ü
ü
ü

ü
ü
ü
ü
ü
ü
ü
ü
ü
ü

Interview and Focus Group Transcripts

The approach for analysing the interview and focus group transcripts differed to that for the
annual reports. The process for the transcripts was as follows:
1. Formulating the research questions (through the semi-structured interview
schedule development described earlier);
2. Selecting the sample and material for analysis (as described earlier);
3. Developing the codebook based on the theoretical framework, which included the
theoretical domain, code and category;
4. Testing the codebook on a transcript;
5. Refining the codebook after the testing;
6. Applying the codebook to all data in the sample to elicit both qualitative and
quantitative results;
7. Adding further categories to the codebook as they emerged; and
8. Interpreting the results.
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Developing the codebook for the transcripts
Crabtree and Miller (1992) reported that several approaches can be taken to creating the
codebooks that serve as the template for analysis, with the approach used based on the
researcher’s paradigmatic assumptions.

Codebooks might also be termed as

“dictionaries” by some authors (Weber 1985). In this study, the codebook was developed
based on the same conceptual framework as the semi-structured interview guide used in
the interviews and focus groups (Section 3.3.3). This is consistent with Crabtree and
Miller’s (1992) advice that a structured and closed approach to developing codebooks
should rely on basing the a-priori codes on the research question or theoretical
considerations (Crabtree & Miller 1992).

Creating codes based on the conceptual

framework, research questions and key variables is also preferred by Miles and Huberman
(1994). A similar approach has been used by Guldbrandsson, Back and Bremberg (2008),
who categorised transcript data using a policy-process matrix.

Theory-driven code development is probably the most frequently used approach in social
science research (Boyatzis 1998). The researcher begins with a theory to answer the
research question, and then formulates the signals or indicators of evidence that would
support this theory.

The theory-driven approach does, however, involve difficulties.

Theory-driven codes are relatively more sensitive to projection of the researcher’s cultural
bias (Boyatzis 1998). In addition, theory-driven codes are developed outside the context
of the type of material to be coded, which means the specifics of the operational code may
be inappropriate to the material to be coded (Boyatzis 1998). In this study, testing the
codebook was undertaken as a method of refining it, and further categories were added as
they arose in the process of coding additional transcripts. In addition, categories were
considered and coded if they occurred anywhere in the transcript, not just in response to
the interview question where they were expected.
As described earlier, content analysis is considered a useful technique to uncover and
describe the focus of individual, group or institutional attention. In this study, text data was
available from the institution in the form of the organisational documents, from the group in
the form of focus group transcripts, and from individuals in the form of interview and focus
group transcripts. Hence, it was considered appropriate to ‘ask’ the same questions of
each source of data.
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The process used for developing the codebook was a modification of the GAO (1996)
method: a process of defining variables (or in this study, categories), categorising them
and applying the code. Codes are abbreviations, or tags, for segments of text; they
distinguish one subject, thing or event from others by putting them each and severally into
a limited number of codes. Codes must be exclusive and exhaustive, because if they
overlap, information can be erroneously classified (GAO 1996). Likewise if the categories
do not cover all possible classes of information, it may be misclassified or not recorded at
all. Due to the semi-structured nature of the interviews and focus groups in this study, the
categories and the corresponding codes were easy to identify, as they largely concerned
responses to specific questions.

It is considered important for health researchers to delineate the specific approach to
content analysis they are going to use in their studies before beginning analysis, as
creating and adhering to an analytic procedure or a coding scheme increases the
trustworthiness or validity of the study, according to Hsieh and Shannon (2005). A good
thematic code (or as in this study, category) according to Boyatzis (1998), captures the
qualitative richness of the phenomenon: in other words, it can be used to analyse, interpret
and present the research. A good code (or category) should have five elements:
1. A label (a name)
2. A definition of what the theme concerns (the characteristic or issue constituting the
theme)
3. A description of how to know when the theme occurs (indicators on how to “flag” the
theme)
4. A description of any qualifications or exclusions to the identification of the theme
5. Examples, both positive and negative, to eliminate possible confusion when looking for
the theme (Boyatzis 1998, p31).

Consequently, based on the recommendations of GAO (1996) and Boyatzis (1998), for
each question posed in the semi-structured interview guide, the domain was noted, a
category determined, and a code assigned. Appendix 7 contains the full codebook.
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Testing, refining and applying the codebook
An essential step in the development of a useful framework for analysis is determining the
applicability of the codes to raw information (Boyatzis 1998).

In this study the chief

investigator applied the codebook to a transcript and made clear annotations of the
category that would apply to a segment of text in the margin of the document. As the
codebook was applied to additional transcripts, occasionally additional categories
emerged; these were added to the codebook and a code assigned. All transcripts were
then reanalysed to ensure this additional category was accounted for in their
annotations/analysis.
To apply the codebook to documents in the sample, each document was initially read
without being coded, so that the chief investigator could familiarise herself with the data. A
process known as “indexing” – applying the codebook to all textual data in the document –
was then conducted.

Once each document or transcript had been indexed, it was “charted”: the data was
rearranged according to the appropriate part of the codebook (or as what some authors
refer to as the “framework”) to which it related, and charts were developed (Pope, Ziebland
& Mays 2000). For example, there was a chart for each key category with entries for each
transcript.

Unlike simple cut-and-paste methods that group verbatim text, the charts

contain distilled summaries of views and experiences. Thus the charting process involved
a considerable amount of abstraction and synthesis (Pope, Ziebland & Mays 2000).
The next step in the process was mapping and interpretation: using charts to apply a code
to the identified category. Once identified, categories and codes were entered into an
Excel spreadsheet.

This allowed “at-a-glance” information regarding any emergent

patterns between AHSs or different informant groups. Fereday and Muir-Cochrane (2006)
found that at this stage in their research, similarities and differences between separate
groups of data were emerging, indicating areas of consensus in response to the research
questions and areas of potential conflict. Further, for these authors, themes within each
data group were also beginning to cluster, with differences identified between the
responses of varied groups (Fereday & Muir-Cochrane 2006).
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The spreadsheet that emerged from the content analysis of the transcripts also enabled a
summary of the results to be developed.

3.4.5

Analysis of Financial Data

Buck (1998) has put forward a number of suggestions about how health promotion
spending data can be used.

These include: i) estimating total spending on health

promotion; ii) looking at how the total is distributed; iii) considering whether variations are
justified; iv) considering whether the distribution is related to need; iv) and identifying overand under-spenders on the basis of need. The fundamental question that the analysis in
this study needed to answer was whether health promotion expenditure has changed in
light of the State Plan and State Health Plan. Questions regarding financial resources
were also asked during the interviews and focus groups.

A number of calculations were made using the financial information, at varied levels of
analysis: i) individual Area calculations; ii) pooling the data for Areas in the case studies
compared to those not in the sample; and iii) considering the total expenditure from all
eight Areas. The time periods of interest were: i) each financial year; ii) the two years
before and after the release of the State Plan and State Health Plan; and iii) the entire
four-year period covered by the study.

Within these levels of analysis, calculations were then made using varied numerators (in
other words, expenditures for specific program areas) and denominators as listed in Table
6.

Two separate, discrete data sources, were analysed separately – the NCOS and

UARs.
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Table 6: Numerators and Denominators Used for Financial Analyses
Net Cost of Services (NCOS) Data
Variable
Numerator
Population Health as a
Population Health Program
Proportion of Total AHS NCOS NCOS
Population Health NCOS Per
Population Health Program
Capita
NCOS
Unaudited Annual Returns (UARs) Data
Variable
Numerator
State Plan Program Areas as a
Total State Plan Programs
Proportion of Total Population
Areas UAR
Health UAR
State Plan and State Health
Total State Plan and State
Plan Program Areas as a
Health Plan Programs Areas
Proportion of Total Population
UAR
Health UARs
State Plan Program Areas
Total State Plan Programs
UARs Per Capita
Areas UAR
Individual State Plan Program
Individual Program UAR
Areas as a Proportion of Total
State Plan Program UARs
Individual State Health Plan
Program Areas as a Proportion
Individual Program UAR
of total State Plan Program
UARs

Denominator
Area NCOS
Area Population

Denominator
Total Population
Health UAR
Total Population
Health UAR

Area Population
Total State Plan
Program Areas
UAR
Total State Plan
and State Health
Plan Program
Areas UAR

All calculations were made using an Excel spreadsheet.

3.5 CHAPTER SUMMARY

This chapter has provided a detailed description of the methods used to both gather and
analyse the data in this study. After gaining the necessary ethical approval, a case study
of the four AHSs in the sample was pursued. Case studies were chosen due to their
appropriateness in the study of complex phenomena, and the ability to triangulate the
results.

Within each case study, a mixed method design was used, with data from

different sources, and varied approaches to analysis.

Data was collected from organisational documents, financial information, interviews and
focus groups.

Content analysis, both quantitative and qualitative, was used where
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possible and appropriate to inform the results. The content analysis was conducted after
the development of several codebooks or frameworks, which guided the analysis.
Reasonably basic calculations were performed using varied numerators and denominators
derived from the financial information.
The next chapter presents the results of this analysis.

The results are presented in

accordance with the theoretical framework underpinning this study; the framework also
highlights the variables of interest.
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CHAPTER FOUR:

RESULTS

4.0 INTRODUCTION

The previous chapter discussed the data sources and their analysis within each case
study. This chapter presents the results of this analysis as a case study for each Area
Health Service (AHS). It begins with an initial analysis of data across all eight AHSs in
NSW to demonstrate the appropriateness of the sample selection. It then proceeds to
present the results from each of the four case studies.

4.1 SAMPLE AND NON-SAMPLE AREA HEALTH SERVICES

As described in Chapter Three: Methodology, an analysis of the annual reports from the
financial years 2004/5 through 2007/8 was conducted for all eight AHSs in NSW.
Appendix 8 includes a summary of the results across the eight AHSs for the two financial
years before and after the release of the State Plan and State Health Plan.

The summary results show that there were no systematic differences between sample and
non-sample AHSs. None of the AHS chief executives regularly mentioned issues relevant
to health promotion in their messages at the beginning of each annual report in the years
before the State Plan and State Health Plan.

In the 2004/2005 financial year, such

mention was made in about 50% of chief executives’ messages and in 2005/6 about 25%,
with the pattern being the same in the proposed sample AHSs and non-sample AHSs.

In the financial years after the State Plan, there were still no systematic differences
between the sample and non-sample AHSs. In the 2006/7 financial year, three out of eight
chief executives’ messages mentioned health promotion/prevention, and seven of eight in
2007/8.
The proportion of performance indicators relevant to health promotion/prevention was
relatively consistent across the AHSs, and across the four financial years. Approximately
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four in 10 indicators were relevant to health promotion and prevention, and prior to the
release of the State Plan and State Health Plan, almost three-quarters of these aligned
with the future State Plan and State Health Plan indicators. After the State Plan and State
Health

Plan

were

released,

the

proportion

of

indicators

relevant

to

health

promotion/prevention, while generally lower than previous years, was still approximately
three to four in 10, and all indicators were aligned with the State Plan and State Health
Plan across the years. It should be recognised that while all the indicators reported on by
Areas were State Plan or State Health Plan indicators, it does not mean that they were
reporting all of the State Plan and State Health Plan indicators. No AHS reported the
State Plan indicator of illicit drug use, for example.

Clarity of reporting, which considered whether the annual reports clearly indicated if a
target was being met, was uncommon, but it was consistently uncommon across Areas.
Commentary about strategies to improve performance that aligned with an indicator was
even less common, and, in fact, was almost non-existent. No AHS in the 2004/2005 or
2005/6 financial year identified the workforce available for health promotion, nor did they
describe any training initiatives specific to this workforce. (South Eastern Sydney Illawarra
AHS did make one small comment about a health promotion course in the Health
Promotion part of their report, and hence this was described as ‘partial’, as it was not
included within the described Training and Workforce Development section of the annual
report).

After the release of the State Plan and State Health Plan, again no AHS in the

2006/7 or 2007/8 financial year identified the workforce available for health promotion, nor
did they describe any training initiatives specific to this workforce.
The Net Cost of Services (NCOS) for the population health program as a proportion of
total AHS NCOS ranged from 0.43% (GSAHS) to 4.63% (SWAHS) in the 2004/2005
financial year, and from 0.47% (GSAHS) to 4.53% (SWAHS) in the 2005/6 financial year.
In both financial years, the mean proportional allocation percentage in the non-sample
AHSs appeared to be slightly higher than in the sample AHSs. Preliminary statistical tests
suggested this was not significant, and hence no further analysis was undertaken
(particularly in light of the limitations of this financial data source).

After the release of the State Plan and State Health Plan, the NCOS for the population
health program as a proportion of total AHS NCOS ranged from 0.87% (HNEAHS) to
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4.23% (SWAHS) in the 2006/7 financial year, and from 0.9% (SESIAHS) to 4.4%
(SWAHS) in the 2007/8 financial year. In both financial years, the mean proportional
allocation percentage in the proposed non-sample AHSs appeared to be slightly higher
than in the sample AHSs. Again, however, preliminary statistical tests suggested that the
differences were not significant, and hence no further analysis was pursued.

In the 2006/7 and 2007/8 years after the State Plan and State Health Plan, two additional
variables were considered: references to (or mention of) the State Plan and the State
Health Plan. Similar to other variables, there were no clear patterns in the sample and
non-sample AHSs. References to the State Plan were uncommon, with only one-quarter
of AHSs mentioning it in their annual report in the 2006/7 year, and only one of the eight in
the 2007/8 year. Mention of the State Health Plan was far more common, occurring in
every AHS annual report.

Based on this initial analysis across the entire population of AHSs which illustrated no
systematic differences between sample and non-sample AHSs, it was considered
appropriate to proceed with the four in-depth case studies, a sample of 50%.

The case studies are presented in the order that the data was collected: HNEAHS,
NSCCAHS, SSWAHS and GWAHS. The rationale for this presentation is that each case
study builds on the previous in terms of the identification of new variables; moreover, the
prompting of interviewees and focus group participants on relevant issues by the research
assistant grew over time as she progressed through the interviews.

Figure 5 illustrates the availability of data, when it was collected and analysed and some
major contextual issues. Data was collected from the sample AHSs over the following
periods:
•

HNEAHS - The interviews were conducted between September and October 2009,
and the repeat focus group in February 2010.

•

NSCCAHS - Interviews and the focus group were conducted between October and
December 2009.

•

SSWAHS - Interviews and the focus group were conducted between November
and March 2010.

•

GWAHS - Interviews were conducted in March 2010.
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Figure : Data Availability, Analysis and Contextual Issues
2004/5

PRE STATE-PLAN

Annual Report
Available
Annual Report
Available
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Annual Report
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POST STATE-PLAN
Ethical Approval
Sought and Document
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2008/9

October 2009March 2010

April 2010
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Groups Conducted

COAG Announcement
of Health Reforms

Figure 5: Timeline of Data Collection and Contextual Factors
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4.2

RESPONSE RATES

4.2.1

Organisational Documents

For all AHSs, annual reports were accessed for the period 2004/5 to 2007/8. In regards to
AHS strategic plans from 2007, HNEAHS, SSWAHS and GWAHS had strategic plans
available for analysis. No strategic plan for NSCCAHS was located.

4.2.2

AHS Interviews and Focus Groups

Table 7 summarises the invited staff and subsequent participants from each AHS in this
study. A (ü) indicates that the individual participated, and where participants specifically
declined this is also shown. Blank boxes indicate that the individual was invited, but an
interview could not be organised within the time constraints of the study. All interviews
were conducted face to face, and all focus groups via teleconference (aside from one
individual interview with a focus group participant that was included as a focus group – see
Table 7 Notes).
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Table 7: AHS Participation in the Study
AHS

HNEAHS

Chief
Executive

Director,
PPP

(Senior
Executive)

(Senior
Executive)

ü

ü
ü

NSCCAHS

SSWAHS

GWAHS

ü
ü

ü

Director, Director,
Finance PH
(ThirdTier
Manager)

Director/
Manager
HP
(FourthTier
Manager)

ü

ü

ü

ü

N/A

ü

Declined(2)

ü
ü

Health
Promotion
Staff

(11 invited)
5
participants(1)
(14 invited)
3
participants
(12 invited)
6
participants(3)
(10 invited)
All declined(4)

Table Notes:
(1)

Eleven staff were invited to participate in the HNEAHS focus group, with seven
agreeing to do so. However, there was an error in that this focus group was not
recorded (and hence no transcript produced). Consequently another focus group
was organised and five staff participated.

(2)

The Director, Population Health from SSWAHS declined to participate and raised
ethical concerns with the study. This will be discussed further in Chapter Five: Discussion.

(3)

A total of 12 staff were invited to participate in the focus group; however, due
to considerable difficulties in organising a convenient time, only six staff
participated.
A focus group was convened with five staff, and a separate
interview convened with one staff member. The focus group with the five health
promotion staff was conducted via teleconference and the individual interview
face to face. The results of the focus group and interview are combined in the
reporting in this chapter.

(4)

All staff invited to participate in the focus group declined to participate.
One
potential focus group participant contacted the research assistant to discuss
participation, and the research assistant was advised that the “climate” of the
organisation was a determining factor, as it compromised their ability to
participate in a frank and open manner.
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CASE STUDY 1: HUNTER NEW ENGLAND AHS

4.3

INTRODUCTION

This section presents the results of the analysis of the data for the Hunter New England
AHS (HNEAHS).

Data is presented that were gathered from the organisational

documents, interview and focus group transcripts and financial information. The data is
presented in accordance with the conceptual framework of the study (see Chapter Two).
The Discussion chapter then compares and contrasts the findings from each AHS case
study and seeks to answer the research questions.

4.4

THE POLICY

4.4.1

Shared Vision

Alignment with the State Plan and State Health Plan
The results from the template analysis of the HNEAHS annual report from the 2006/7
financial year are provided in Appendix 9; it should be noted that this is the first annual
report after the State Plan. The annual report makes specific mention of the State Plan,
and attempts to illustrate the alignment between the various levels of strategic plans and
the objectives at the local level.

It is also noted later in this section that the health

promotion/prevention indicators are aligned with the state plans (with the exception that
there is no indicator for illicit drug use).

In the following year, 2007/8, HNEAHS continued to make reference to the State Plan and
State Health Plan in their annual report, with commentary suggesting that they reflected
the priorities and closely aligned with the State Health Plan (Appendix 9). These two
annual reports articulated that HNEAHS was aligned to the state plans. Similarly, the
AHS’s strategic plan also articulated an alignment.
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In May 2007, HNEAHS released A New Direction for Hunter New England: Health Service
Strategic Plan Towards 2010. The plan followed the same template as those from all
other Areas. The chief executive and Executive Team’s messages within the HNEAHS
strategic plan reflected the State Plan priorities, being closely aligned with the State Health
Plan, and supported sound decision-making in financial, operational and clinical
management. This message also asserted that HNEAHS had a comprehensive set of
performance measures to monitor and report achievements, including the NSW
Government’s State Plan targets, NSW Health state-wide measures and specific
measures for local priorities.
The vision within the NSW Health State Health Plan, as well as the seven strategic
directions, was included within the HNEAHS strategic plan. In addition, the strategic plan
included an Area vision statement - “Healthier Communities: Excellence in Healthcare”,
and purpose statement “Working with our communities to deliver quality health services”.
The section on where HNEAHS wanted to be 2010 included the State Health Plan
descriptions for NSW Health as a whole, but added that HNEAHS would have:
•

communities that feel empowered in relation to health;

•

improved health and wellbeing for all;

•

reduced gap in health and wellbeing between Aboriginal and non-Aboriginal
people;

•

improved equity of access to services;

•

a quality health service experience; and

•

reduced health disadvantage.

The annual reports and strategic plan of HNEAHS suggested the AHS’s concordance with
the vision and directions of the State Plan and State Health Plan.

Importance of Health Promotion
In the HNEAHS annual reports, the chief executive rarely mentioned health promotion
issues. No mention was made in 2004/2005 and only one or two issues mentioned in
each subsequent year. The sorts of issues that were mentioned by the chief executive
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over

the

years

included

the

AHS

amalgamation,

recruitment,

service

improvement/redesign, budget, facility redevelopment and capital works. Arguably, these
issues are at a higher level than particular service streams, such as health promotion,
primary care and community health and tertiary services; hence the lack of commentary
from the chief executive regarding health promotion/prevention is not necessarily a
reflection of the importance of health promotion/prevention.

However, similar to the finding that annual report commentary from the chief executive
rarely mentioned health promotion, one staff member in the focus group commented that a
regular Area publication/newsletter similarly had little focus on health promotion:
“…I think it’s the newsletter that comes out every fortnight – “Health
Matters”, that we should read, but I don’t often read it, because there’s not
ever anything in there about...it’s always clinical stuff – which hospital has
closed, which one has opened, I don’t think I have ever seen anything in
there about health promotion....”

While the chief executive infrequently commented on health promotion/prevention issues
and it was not featured in a regular AHS publication, interview and focus group
respondents did appear to describe it as an important issue to the AHS. All interviewees,
from all tiers of the organisation, were coded as reporting that health promotion is
important (Appendix 11).

The interview with the senior executives of HNEAHS included direct questions on how
important prevention/health promotion is seen by the AHS. One comment from a HNEAS
senior executive would suggest that it is important to the Area:
“…It is obviously one of a whole range of differing things that the AHS does
and I think our area executive do recognise the value and importance of
prevention and health promotion work as part of the whole package of what
we as an organisation do….”
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The second part of this comment, however, also suggests a “qualification” with the
importance: that is – it’s important as a part of all the activities the organisation does. No
other interviewee was recorded as providing such a qualification (Appendix 11).

The AHS’s Director of Finance commented:
“…Yes, it’s important. If we don’t fix the cause of the health issues in the
population we’ll never control our budget…so prevention is better than the
cure….”

Further, comments from the third- and fourth-tier managers also suggested it was
important:
“Very important. Across the board from the top to the bottom with a very
strong in-principle support.

The executive is strongly supportive and they

have supported us.”

From these comments in the interviews and focus groups, staff of HNEAHS appeared to
describe an organisation, particularly at a management level, which did share the vision of
the State Plan and State Health Plan: the importance of health promotion and prevention.

Sharing the Vision from a Financial Perspective
Such a sharing of vision was perhaps more ambiguous, however, in the financial
information available from HNEAHS.

The following analysis of financial information

regarding HNEAHS is a high-level perspective to consider the investment in health
promotion/prevention compared to other aspects of the organisation. Further detail about
financial data is also provided in the Resources section.

Appendix 12 provides the details of HNEAHS’s Net Cost of Services (NCOS) and
expenditure on individual State Plan program areas over time. The NCOS for Population
Health in HNEAHS fluctuated over the four years. It peaked in 2005/6 at 1.10% of total
Area NCOS and was lowest in 2004/5 at 0.82%. In summary, a program area of HNEAHS
described by senior executives and staff as important attracted approximately 1% of the
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organisation’s budget, and about $16.30 was spent on population health for each person
in the HNEAHS population area in 2007/8. .

While the population health NCOS fluctuated over time both in actual amount and as a
proportion of the organisation’s total NCOS, the separate data source of the UARs
indicated increased expenditure on both population health and State priority areas over
time.

Total population health expenditure as captured by the UAR increased from

$15,228,830 in 2004/5 to $27,001,346 in 2007/8.
While the two financial data sources are distinct, the NCOS data appears to suggest a
reasonably steady proportion of the Area’s budget directed towards population health;
while the UAR data suggests increasing expenditure over time towards population health
generally, as well as specifically toward the State Plan and State Health Plan focus areas.
Further commentary on the financial data is provided in the ‘Resources’ section of this
case study.

Clinical Engagement with Prevention
All HNEAHS staff who were interviewed, with the exception of the Director of Finance,
commented on clinical engagement with prevention, and on the Area’s strategies that were
within clinical settings.
The health promotion staff in the focus group provided a slightly different perspective on
the importance of prevention to the AHS than other staff; their responses focused more on
clinician engagement with health promotion/prevention. One staff member commented,
when asked how important health promotion/prevention was to the AHS:
“My answer is - it depends on who...management are supportive, but the
clinicians we’re still trying to convince….”

And other staff member said:
“I think we have seen a shift, though.

We are always advocating for

preventive action to be everybody’s business and years ago I think
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clinicians wouldn’t hear about it, whereas now we’re actually working in
programs to incorporate it into their everyday business. So we have seen a
shift towards making it a higher focus.”

The responses from HNEAHS staff in regards to clinician engagement were recorded as
mixed (Appendix 11).

Requirement for flexibility
While the staff of HNEAHS generally reflected a shared vision with the state plans, the
senior executive raised a desire for flexibility (Appendix 11):
“…And one of the debates we often have with the Department is about
the fact that while we are all very comfortable with them to identify
priorities they shouldn’t stop AHSs from identifying a different priority they
want to focus on as well that might be different to the ones that have been
identified at the state level….”

This would seem to suggest that while the AHS shared the vision of the state plans and
agreed with the priorities, the senior executive considers there may be further priorities
that they should be able to pursue.

The tensions between focus and flexibility are

discussed further in the next chapter.

Pressure to focus on the acute sector
During two of the interviews/focus groups, the issue of the pressure on AHSs to focus on
the acute aspect of the health system was raised (Appendix 11). A senior executive said:
“...I think there is still a big emphasis on service delivery in the operational
side of things and clinical service side of things and the pressures that are
on us in that regard mean that the ability to invest in those other programs
has been a real struggle….”

Similarly, in the focus group, the following comment was made:
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“…I can imagine with all the pressures on resources within hospitals that
prevention is probably something that’s you know, first thing that’s kicked
off the white board.”

While not specifically articulated, this would appear to suggest that the pressure comes
from outside of the AHS. This pressure to focus on acute care is also raised in the
Discussion chapter.

4.4.2

Targets, Measures and Indicators

Analysis of HNEAHS’s annual reports provided data on the proportion of indicators
relevant to health promotion (alignment), and the interviews/focus group provide further
information on whether there is agreement with the targets/measures.

Agreement with the targets and measures
In addition to the apparent shared vision of the importance of health promotion/prevention
(at least at a management level), HNEAHS senior executives and staff also described
agreement with the specific health promotion components, or target areas, of the State
Plan and State Health Plan. The focus group, as well as two of the three interviewees,
indicated agreement (Appendix 11). In response to the specific question of what they
thought about the specific health promotion component of the plans, a senior executive
responded:
“I think they are fine. They’re high-priority areas and [at] any one time as
[an] organisation you need to make decisions about where you put your
efforts….”

In regards to the targets, the Director of Finance said:
“Yes, they are appropriate. Are they in whole and sole in our control?
No…to contribute to them, yes….”
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Health promotion staff in the focus group similarly appeared to agree that the focus areas
within the plans were appropriate, due to either evidence of importance or the feasibility of
addressing them:
“….I do think those targets are based on [an] evidence base, that they are
the big issues, I imagine that’s the case... I guess someone didn’t sit down
and make those decisions randomly; I suppose someone looked at some
sort of research, that’s what it’s based on....”
“…Or they’re the things you can do something about....”

While staff members appeared to agree the focus of the State Plan and State Health Plan,
staff from the focus group in HNEAHS did comment on a perceived metropolitan focus:
“…some of the examples that were put through in the State Plan or State
Health Plan were very Sydney-metro based. So I think what’s missing is
some rural and remote examples, because our geographical area covers a
big range, a mix of areas, so I think we would have like to have seen a bit
more of a rural and remote focus.”

“Yeah, I think what works in the city might not work in the country....”

This desire for greater sensitivity to Area differences is discussed in the next chapter.

Alignment of performance indicators
The comments made in the interviews and focus groups suggest that within the policy
domain, informants agree to the State Plan foci or target areas. Analysis of the actual
performance indicators that HNEAHS includes in its performance-monitoring framework
(as reported in its annual reports) similarly suggests an organisation sharing the state-level
vision, as evidenced by: i) the proportion of indicators dedicated to the health
promotion/prevention aspect of the health system; and ii) the reporting of the specific
indicators outlined in the State Plan and State Health Plan.

It is important to note,

however, that HNEAHS, like all AHSs, does not report on illicit drug use, despite it being a
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State Plan and State Health Plan indicator. This is probably due to the data for this
indicator being provided by a national data source, rather than an Area or NSW Health
collection. As the lack of an illicit drug use indicator is common across the AHSs, it has
not been recorded in the sections of the case studies that discuss AHS alignment with the
State Plan and State Health Plan.

HNEAHS dedicates a substantial proportion of its performance indicators to health
promotion/prevention. In 2004/5 (before the release of the State Plan and the State Health
Plan), 42% of the indicators were classified as health promotion/prevention, and a similar
proportion the following year (Appendix 12). In the 2005/6 financial year (also before the
release of the state-level plans), 61% of HNEAHS’s health promotion/prevention indicators
were already consistent with the future State Plan and State Health Plan indicators
(Appendix 12). This would appear to suggest considerable alignment between what was
measured before and after the State Plan.
By 2007/8, after the release of the State Plan, the number of indicators dedicated to health
promotion/prevention had increased: for that year almost 50% reflected health
promotion/prevention issues (Appendix 12). This was largely due to a decline in indicators
in other areas, rather than a real growth in the health promotion/prevention-related
indicators.

In summary, HNEAHS has consistently dedicated a significant proportion of its
performance indicators to health promotion/prevention, and after the State Plan all of the
health promotion indicators were aligned with the State Plan and State Health Plan.
The performance indicators included in the annual reports were focused on measurement
against an indicator.

While HNEAHS included a considerable proportion of health

promotion/prevention indicators, it did not identify what its targets were; rather, it merely
stated what the result or measurement was (Appendix 12).

This makes it difficult to

assess how HNEAHS performed against what arguably it perceived to be important, as
there is no sense of what it was aiming for, rather just what the result was.

(The

connection between indicators and strategy is discussed in the following chapter).
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Inherent problems with health promotion indicators
While the AHS demonstrated considerable alignment with the indicators and interviewees
indicated agreement with the target areas, inherent problems with health promotion
indicators were identified in one interview and in the focus group.
A senior executive said:
“…the health promotion ones, it is quite tricky because they are population
measures...so [and] they don’t change quickly and we don’t measure them
frequently…and a lot of those measures that are relevant to health
promotion in there and a lot of those measures actually come out of the
health survey, the NSW health survey, which unfortunately only sample a
couple of thousand people per AHS per year, which means I reckon you’ve
got pretty big confidence intervals….”

A similar comment in regards to how slowly indicators for population measures can
be expected to change also came from the focus group. Staff in the focus group
commented on the difficulty in achieving the targets in the short time frames:
“…I can only comment on the area that I work in, and that is, overall
obesity, and sometimes I think that the targets that are set...the timeframes
for those targets are just so small. And I find that frustrating sometimes….”

“Look, I know for the government it’s a real balancing act trying to keep the
public happy, and they want to see change quickly, I think that’s the society
we live in.

But the reality with a lot of these chronic diseases and

behaviours is that you’re not going to see change overnight and sometimes
not even in five years, so I guess I would like to see a commitment to the
long term rather than five-year or three-year plans….”
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4.4.3

State Plans’ Development Process

These results appear to suggest an organisation that is aligned with, and shares, the
vision of the State policies for the most part.

The literature review described the

importance of engaging staff in policy development processes in an attempt to increase
this shared vision. Analysis of the interviews/focus group identified four variables relevant
to the development process for the plans. The first two related to the type of consultation
conducted: community consultation forums and some form of written process. The second
two related to whether the interviewee participated in the development process and
whether they were satisfied with the development process.

Both the third- and fourth-tier managers and the focus group referred to some form of
written consultation that they were aware of, and both the senior executive and third- and
fourth-tier managers referred to a community consultation forum or process (Appendix 11).
When questioned about involvement in the development of the plans, a senior executive
advised:
“…and I do know the Department actually did a fair bit of work during the
State Plan development to make sure that the things that went into the
State Plan were sensible and fitted with [where] the health system would
want to go anyway, so I know that occurred. And I think in development of
the State Health Plan, again, that was pretty much developed in
consultation with the AHSs and communities and others and so it’s a pretty
sensible set of directions as well.”

The third- and fourth-tier managers similarly indicated appropriate consultation:
“They did consultations around the state, community consultations…We
were invited…There was [sic] opportunities for us to go and say our piece.”

The commentary from the staff in the focus group confirmed that there had been
consultation; however, there was little involvement in the process at their level:
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“From my understanding, we were invited to comment. But mainly it was
senior managers who actually did that commenting...and I know all our
managers were encouraged to comment.”

Both the focus group participants and the Finance Director confirmed that they had not
participated in any consultation process (Appendix 11).

In summary, it would appear that HNEAHS generally shared the vision of the State Plan
and State Health Plan. Staff at more senior levels participated in, and were satisfied with,
the process to develop it, and agreed with the priority directions and targets set by the
plans.

However, staff did express the need for acknowledgement of rural versus

metropolitan differences. Further, HNEAHS staff consider it difficult to achieve populationlevel outcomes for health behaviours in short time frames.

4.5

PROCESS

The process domain considers the feasibility, structures, context, competing priorities, and
performance management of policy implementation.

From the previous section, it is

apparent that in regards to the policy domain, HNEAHS agreed with the vision and targets
strategically (although not necessarily with the financial decisions); this section considers
how they went about implementing them.

4.5.1

Departmental Implementation Requirements

In the process of implementing the plans as required by the NSW Department of Health, it
was the more senior HNEAHS staff who identified some discrete requirements (Appendix
11).
The Director, Finance advised no knowledge of how the Department went about this
implementation, and the third/fourth-tier management position advised:
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“I don’t know how they went about it but I am assuming…that it is through
the AHS KPIs.

That’s an assumption because there is an alignment

between the AHS KPIs and what’s in [the] state plans….”

A senior executive, however, identified further approaches to implementation by the
Department.

These included a strategic plan template, adjustment of performance

monitoring, and allocation of resources to specific components:
“…for a start we were required to write our strategic plans. We were given
a very restrictive template for our AHS strategic plans, which was based on
the State Health Plan which fitted in with [the] State Plan….
“…so it was partly about just being given very clear directions to the AHS
that [the] State Health Plan’s seven strategic directions, ‘thou shalt adopt
these seven strategic directions and work to them’, which we have done….

“...I guess in addition to that there was an attempt to adjust performance
monitoring, you know, processes and systems and templates and so on to
reflect the seven strategic directions although…now I think there has been
a little bit of a move away from that and back towards the goals, which is
interesting….

“...the other thing they have done is in some instances allocated resources
to ensure that the particular bits of what’s in the State Plan and the State
Health Plan get implemented. Sometimes they have allocated resources,
sometimes they have just said ‘You’ve got to do it either way within
resources’, so, but that’s the normal process.…”

Department’s Own Direction
A senior executive did, however, identify that the Department’s focus was not equal across
the components of the plans:
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“…While all of that’s being done there is still a tendency for the Department
overall, most bits of the Department, to focus back on the traditional highrisk areas...which is, you know, waiting lists and the triage times and so
on….”

4.5.2

Feasibility

The previous section identified what the Department required the AHS to do in the
implementation of the state policies.

This section now considers whether the actual

policies were feasible, and whether the Department provided support to the Area in
implementing them.
Due to their nature, the annual reports and strategic plan from HNEAHS were limited in the
information they contained regarding processes to implement the State Plan and State
Health Plan. One indicator, however, shown in Appendix 9, is the alignment of strategy to
the target/indicator; this was considered to perhaps provide information regarding the
feasibility of what the Area was aiming to achieve. The HNEAHS annual reports were
generally silent on how it planned to achieve a target; for example, listing strategies that it
might implement to correct or enhance performance.

Further, where there was

commentary, it was not always related to the indicator.
It was also difficult to assess feasibility and performance management from the Area’s
strategic plan. Hence, the majority of results about feasibility came from the interview and
focus group data.

Possible to follow plans, and AHSs already following them
Interviewees were asked whether the plans had assisted with focusing on health
promotion or prevention in general. As Appendix 11 shows, most interviewees identified
that the AHS was able to follow the plans, and was already doing so.
Similar responses came from both a senior executive and third- and fourth-tier manager.
A senior executive said:
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“…To be honest, I think we probably already had the focus prior to those
plans being released and I’m not sure how they necessarily changed
anything that the area was doing…Prevention and health promotion you
know is in the State Health Plan so that really enforces what we are
doing…But I am not sure that they made a difference because I think we
already had that focus….”

This finding that the AHS was already doing what the policies required is further supported
by other comments from the more senior informants regarding strategic planning activities
to support implementation of the state policies.

In response to a question whether the Area revisited any planning or strategic direction in
light of the plans, a senior executive said:
“At an area strategic directions level, probably not. We had gone through
[a] comprehensive planning, strategic planning process and I am not just
talking about health promotion, I am talking health service. Basically just
before the State Plan was developed, and in actual fact [what] we then had
to do was to map and demonstrate that we were meeting all of the things in
the State Plan….”

Staff in the focus group similarly described a process of alignment, as opposed to change
in direction:
“…It was definitely a priority to line up all the policy documents, and our
operational plans and strategic plans....”

A participant in the focus group also described that they were required to demonstrate how
their projects met the State Plan before being funded:
“Each year our projects have to apply for funding and that is one of the key
things, that we have to demonstrate how we are linking with the State Plan,
how our approach is meeting the balanced scorecard.

And if we can’t

demonstrate that, our project is not funded….”
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It is not surprising, then, that since the AHS agreed with and was following the directions in
the state plans, that all respondents advised that the Area had been able to follow the
framework set. The Director, Finance and third- and fourth-tier managers both answered
“yes” to the question, “Has your AHS been able to follow the framework set by the
directions/targets in the State/Health Plan?” Further, a senior executive advised that it
“wasn’t a big deal”.

4.5.3

Changes Due to the State Plan

It is apparent that the state plans were not a significant change in direction for the Area,
and no issues regarding feasibility were identified.
difference the plans made.

This raises the question of what

One potential difference identified in the interviews/focus

group is that of the plans being an advocacy or support tool.

Advocacy and support tool
The focus group and two interviewees described some role the state plans had as an
advocacy or support tool (Appendix 11). The third/fourth-tier manager suggested that
while the AHS had been focused on the same targets as the state plans for some time,
there had now been a coalescence of direction:
“…However, the State Plan is very good because it’s just a nice [example]
of coalescence of where our existing direction was, and then we have got
much stronger muscle from outside to support, and it is almost in direct
alignment between the directions of the plan and our directions anyway….”

Staff in the focus group also specifically cited one particular area in which the State Plan
appeared to assist them:
“I work in the new area of healthy urban planning. I think the State Plan has
helped us in that work in that [it] brings together partners and they see
common goals and they see it’s part of their portfolio as well to be working
towards certain targets...so that’s one instance where it has helped us….”
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Focus group participants did identify the support role the plans could play, but queried the
relevance to front-line (acute) staff:
“...it’s a document we can take to them and say, ‘Look it’s in here, it’s
everybody’s business’, which is the key thing in the Hunter, we keep saying
that, we keep saying that health promotion is everybody’s business, so
that’s an advocacy tool I guess.”
“And I am not sure how managers view that...whether they just view that as
rhetoric and they’re still too busy doing their own thing to even consider
that….”

Relationships
In regards to the AHS’s process for implementation, informants were asked about
relationships with stakeholders, performance management, organisational structure and
workforce development.

There did not appear to be any substantial change in

relationships with stakeholders as a result of the plans; rather, the plans provided an
impetus for strengthening existing relationships to focus on health issues.

The focus

group and two interviewees alluded to some level of support the state plans provided in
their relationships with stakeholders (Appendix 11).
For example, a senior executive said:
“We do have fairly strong relationships with other government agencies,
Aboriginal medical services, various NGOs, a whole range of groups, which
I think we did before. We have continued to build on those, so it could be
argued that in some cases some of those relationships have been
enhanced in the last few years, but I am not sure that’s directly because the
State Plan says so… My only qualifier to that would be that in some cases
there are things in the State Plan which require other agencies to do things
with us which probably helps a little bit.…”

Similarly, the third/fourth-tier manager advised:
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“I am not sure that the relationships themselves have changed because we
have, I think, we have part of our history is that we have had quite strong
partnerships and relationships with other agencies. However, the rhetoric
has changed so they are more aware [that] prevention is everybody’s
business and so there is more of a focus around the need to address those
issues….”

Further, the staff in the focus group commented about the plans:
“But I guess it supports what we’re all doing and perhaps give us a little
more kudos with other organisations/partners, so I think that some of the
ones that we’ve been working with, a big one is the Department of
Education and Training, TAFE, and the Cancer Council, and the National
Heart Foundation, I guess it all just adds weight to what we’re already
doing.…”

These comments from informants at HNEAHS appear to support the earlier finding that
perhaps the key role the state policies play is as an advocacy tool. This role is discussed
further in the next chapter.

4.5.4

AHS Implementation Processes

Strategic planning
As identified earlier, one of the implementation requirements from the NSW Department of
Health was for the AHS to prepare a strategic plan using a template issued by the
Department. Appendix 10 contains the template analysis of this strategic plan, considering
it from a program logic perspective. As mentioned earlier, the strategic plan includes the
vision and goals of NSW Health’s policy documents.

Analysis of the strategic plan, however, gives no evidence that it contains many of the core
components that would be expected of a plan developed using clear program logic. That
is, it does not: i) identify target groups; ii) group program components; iii) contain specific,
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measurable and meaningful outcome objectives; iv) include process objectives or
indicators; or v) identify the necessary resources to implement the plan. This finding of a
relatively poorly constructed plan from a program logic perspective is considered in the
comparison of results across the four case studies in the next chapter.

Mapping processes and alignment of indicators
Interviewees were asked questions regarding various processes that related to the
implementation of the policy direction in the state plans. Two of the four interviews/focus
group referred to some sort of mapping process undertaken, and three of the four also
referred to some sort of alignment of indicators.

The findings previously presented

indicated that the AHS was already following the direction would suggest that there would
have been little realignment required. This is confirmed by a senior executive:

”…Basically, just before the State Plan was developed and in actual fact,
[what] we then had to do was to map and demonstrate that we were
meeting all of the things in the State Plan…there wasn’t anything that I can
think of that was in the State Plan that we said ‘Oh no we haven’t already
got that on our list and therefore we need to change some things’…that
wasn’t the case at all, so we did the mapping exercise to check.”

Similarly, the focus group described this as a process to “line up all the policy documents”.
Three of the four interviews/focus group referred to alignment of the Area’s indicators in
some way (Appendix 11). For example, the focus group referred to the State Plan having
“guided our balanced score”. Interestingly, a senior executive referred to a bottom-up
approach (as opposed to the seemingly top-down approach described by the focus group):
“…I am not so sure that [at] an Area level that we are seeing too much
change…the way we approach it at an Area level is that we sort of set our
strategic direction from the bottom-up sort of thing, and then we align it to
what the State Plan was doing.…”

Perhaps this difference in perspective is best captured by the response from the
third/fourth-tier manager:
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“I don’t know how they did approach it…but...I make the assumption here
that it is through the AHS KPIs. That’s an assumption because there is an
alignment between the AHS KPIs and what’s in the state plans…but those
KPIs have been constant for many years, so, but again they happen to align
with the objective of the state plans as well.”

Funding tied to indicators
Only the focus group made specific reference to funding being tied to indicators:
“I don’t know if it’s too strong a word to use, but I would even use, perhaps
use the word ‘fear’ sometimes, that if you don’t meet those targets that
there won’t be recurrent funding and so certainly it’s a bit of [a] cheese and
mouse game, you want the dollars to keep coming through and you know
for in order to [make] that happen that you really need to be doing your
darnedest to meet those targets.…”

During the focus group was the only time a respondent made specific reference to funding
being tied to indicator performance, although comments regarding funding allocation
towards priority areas are described in the Resources section of this case study.

Structural change and workforce development
None of the informants identified any structural changes made by the AHS in response to
the state plans, aside from the focus group participants advising that there had been more
staff employed due to the funds for a significant childhood obesity project.
Further, there appeared to be minimal training or workforce development strategies in
order to implement the directions (Appendix 11). A senior executive did advise that there
had been some workshops for Aboriginal staff and Aboriginal Medical Service staff in
regards to health promotion, and “maybe some training around tobacco control stuff or
some fall injury prevention stuff”. Staff in the focus group also mentioned “cultural respect”
training.

The third- and fourth-tier managers did identify that the merging of health
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promotion and public health units had brought together some skills required for obesity
initiatives.

Performance management
The previous sections have identified few changes in operational activities after the State
Plan, aside from the strengthening of relationships with partners, potentially due to the
state policies providing an advocacy mechanism. All informants, however, referred to one
aspect of the process domain: performance management.

In relation to how the AHS monitors its performance against the key targets, staff in the
focus group, the Director of Finance and a senior executive talked of a “balanced
scorecard” approach. The Director of Finance said:

“…the balanced scorecard process is reviewed monthly. So it’s reviewed
by the Area executive team and it’s also performance, finance, and
resource committee papers for review.”

When asked whether the scorecard was the mechanism for the AHS to review its
performance, a staff member in the focus group answered:
“Yeah, they’re the ones that go up to management and they come back and
say you’re not meeting it, but a lot of the times it’s because a lot of the
things we do are long-term strategies.”

Interestingly, however, another staff member commented that contextual issues were
considered in the interpretation of performance:
“So also with the target, we’ve got control, influence over local issues, but a
whole bunch of factors operate at other levels, that we don’t have so much
control over. That can impact on health behaviours, so I think we’re one
part in the AHS of a much bigger picture, and that’s sort of taken into
account as well….”
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The senior executive also identified the difficulty of using population health measures for
performance monitoring:
“…In terms of those prevention ones, the health promotion ones, it is quite
tricky because they are population measures, so they don’t change quickly
and we don’t measure them frequently…So I suppose for those, a large
part of how we measure those is through our Area performance agreement
with the Department of Health and there are a number of measures that are
relevant to health promotion in there and a lot of those measures actually
come out of the Health Survey…The NSW Health Survey which
unfortunately only sample a thousand people per AHS per year which
means…you’ve got pretty big confidence intervals...that’s the main
mechanism, that’s certainly how the Department assesses us….”

This identification of difficulties with the health promotion indicators was also commented
on in the earlier section in relation to whether the targets were feasible in the short time
frames of the state policies, such as five years.

The comments from the informants

appear to suggest that performance monitoring is a key mechanism for implementing
policy directions within the AHS. However, the inherent flaws in the population health
indicators were noted. These flaws perhaps led to the greater consideration of contextual
factors in the interpretation of performance. Further, a key direction of the State Plan and
State Health Plan, illicit drug use, was not measured or reported on by AHSs, which raises
into question the role of performance monitoring as a mechanism for implementation in
this particular field.
In summary, through the interviews and focus group and a review of documents, little has
been identified by way of “process” or changes in process to implement the state plans.
Aside from an identification of processes the Department undertook in regards to strategic
planning, performance monitoring and some resource allocation, little aside from
performance monitoring emerged from HNEAHS. This performance monitoring, however,
was identified as potentially problematic due to health promotion or prevention indicators
being long-term, and hence not providing sensitive or timely information or reflecting shortterm actions aimed at achieving longer-term results. Further, the strategic plan developed
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by HNEAHS, while strategically aligned with the state policy’s vision, did not include what
could be considered effective program logic that supported implementation.

4.6

RESOURCES

The third stream in the conceptual framework focuses on the resource aspect of policy
implementation, considering issues such as spending, allocation and ring-fencing. The
interview and focus group data regarding finances provide the opportunity to consider this
against the annual report Net Cost of Services (NCOS) data, and the data from the
unaudited annual returns (UARs).

4.6.1

Allocation and Expenditure

Trends in net cost of services and expenditure
Figures 6 and 7 and Appendix 12 present the HNEAHS financial information for the two
years before and after the release of the State Plan and State Health Plan. In the two
years prior to the State Plan and State Health Plan, the audited statements indicate that
HNEAHS’s NCOS was approximately $8.1m to $12.4m for population health activities; this
constituted an increase from 0.82% of their total NCOS in 2004/5 to 1.1% in 2005/6. After
the release of the State Plan and State Health Plan, the population health NCOS
decreased in 2006/7 to $10.3m and then increased in 2007/8 to $13.8m (Figure 6 and
Appendix 12). In 2006/7 the HNEAHS population health NCOS represented 0.87% of total
NCOS, and in 2007/8, 1.02%. On a per-capita basis, the NCOS for population health in
HNEAHS increased from $9.61 per person in 2004/5 to $16.30 per person by 2007/8.
(However, population growth/decline is not captured within this calculation, as the most
recent available population data was from 2006).
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Figure 6: HNEAHS Population Health NCOS and Proportional Population Health
NCOS (Audited Statements)

Prior to the State Plan and State Health Plan, HNEAHS spent a total of approximately
$3.5m in 2004/5 and $4.3m 2005/6 on the State Plan program areas of risk alcohol
drinking, illicit drug use, tobacco and obesity prevention according to the unaudited annual
returns (UARs) (Appendix 12). After the State Plan, the expenditure on these program
areas increased to $5.9m in 2006/7 and $7.8 m in 2007/8. On a per-capita basis the
change was from $4.15 per person in 2004/5 to $9.24 in 2007/8 (Appendix 12).

The expenditure on State Plan priority areas in HNEAHS as a proportion of the total
expenditure on population health programs from the UARs increased between 2004/5 and
2007/8. In 2004/5, expenditure on State Plan priority areas was approximately 23% of
HNEAHS population health program expenditure, and increased to almost 29% by 2007/8
(Appendix 12).
The UARs reported expenditure on the various State Plan sub-programs individually, and
appeared to vary considerably over time. Risk alcohol drinking, fluctuated from a high of
$829,726 in 2005/6 to a low of $297,766 in 2006/7. Illicit drug expenditure appeared even
more variable, peaking at $66,146 in 2004/2005, dropping to $3 in 2006/7 and 2007/8
(Appendix 12).
Tobacco expenditure prior to the State Plan was $577,822 in 2004/5 and $511,456 in
2005/6. This recorded expenditure rose to over $850,000 in both 2006/7 and 2007/8.
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Before the release of the State Plan, funding for the General Health Promotion subprogram, relevant to obesity prevention, was $2.2m in 2004/5 and $2.9m in 2005/6. After
the State Plan this figure rose sharply to over $4.7m in 2006/7 and over $6.5m in 2007/8
(Appendix 12).

It is evident that of all the State Plan program areas, the majority of

expenditure was within the General Health Promotion sub-program, ranging from 63.1% to
84.37% of the State Plan program expenditure.

When the additional State Health Plan priority areas (such as falls [injury] and
immunisation) are considered along with the State Plan priority areas, HNEAHS expended
a total of $4,533,518 in 2004/5 and $5,428,277 in 2005/6 according to the UARs. After the
State Health Plan, this expenditure on State Plan and State Health Plan priority areas
continued to increase in 2006/7 to $8,312,911, and to $10,861,666 in 2007/8; as indicated
by the UARs (Appendix 12 and Figure 7).
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Figure 7: HNEAHS Population Health Expenditure and Proportional State Plan (SP &
State Health Plan(SHP) Program Area Expenditure (UARs)

In summary, analysis of these two financial data sources, gives two distinct results.
According to the NCOS, there was little change in the proportion of the total AHS NCOS
dedicated to population health over the four years covered by this analysis. In contrast,
the UAR data suggests an increase in population health expenditure over time, and an
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increase in the proportion of this expenditure directed towards policy focus areas
(excluding alcohol and risky drinking, which appeared to decline).

A statement made by the third/fourth-tier manager strongly contradicted the UAR data
results:
“…We get core funding from the Department, from [the Centre for Health
Advancement], and we get core funds from the AHS and health promotion.
That hasn’t changed for a decade. Not another cent. So in real terms we
are going backwards, which is a problem for us because our salaries have
been increasing….”

Appendix 11 shows that there was mixed commentary from informants on the trends in
resources over time.

In two interviews funding was referred to as both steady and

decreasing at different points in the interview, and the Finance Director made comments
suggesting it had grown over time.

Where time permitted, some informants were shown the NCOS data relating to HNEAHS
for their comment. It was clear that this was not familiar information, and difficult for
respondents to interpret. The third/fourth-tier manager commented:

“It’s good to see information about yourself you have never seen before.
This is not accurate…Are these numbers ball parkish? They are not
health promotion.

You have to be clear this is not health promotion

money…this is the whole of population health, which includes public
health, and could also include planning….”

When questioned regarding the apparent fluctuations in the NCOS data, a senior
executive commented:
“I think some of it would relate to when we started Good for Kids
[childhood obesity program]. The tricky thing about our population health
costs and budgets is that they do change every year because our team
are also very good at attracting grants, so if in a particular year you have
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been particularly effective, when you have a number of grants running,
the amount goes up…So primarily that’s related to it, just related to
fluctuations. So there is a core budget which on the whole doesn’t change
with the exception of specific decisions such as that one to add additional
funds for Good for Kids. Having said that, we did last financial year, we
did, incur a slight budget decrease as part of an Area-wide decision
where we all needed to share some of the pain so that was a one-off
amount which was taken from the whole of the population health budget
and from other parts of my portfolio.”

Investment in priority areas
Several questions regarding finances were asked of the interviewees, including “Have
financial/allocation or disinvestment decisions been made with the plans in mind?” The
focus group and two out of the three interviewees suggested there had been some
investment directed towards the priority areas (Appendix 11).
The response from the Director, Finance suggests that this may have happened within
population health:
“Within pop health [the Director, Population Health, Planning and
Performance] probably has done some of that. I am not sure across the
details.”

The response from a senior executive supported this:
“A lot of those decisions are actually made by our population health team,
so we have got a very good population health team, very skilled and very
strategic. They have a very planned approach to what they do and they
make decisions annually about where they are going to allocate the
resources they have available to them. And part of that would be about
meeting their commitments in terms of what’s in the State Plan and State
Health Plan in the context of their priorities and directions….”

150

When discussing whether there had been any change in funding as a result of the plans, a
participant in the focus group suggested movement of funds based on increasing
prioritisation of Indigenous health:
“I think there has been, I have heard some talk of, because one of the
things in our balanced scorecard, is addressing, is closing the gap,
strategies. So I think there has been, and I have heard [the Director,
Population Health] speak of allocating more funds because that’s
considered to be a high priority, so changing funding allocations so that
there is a higher proportion of funding going to addressing those issues in
Aboriginal and Torres Strait populations. I know that’s one area that funds
have been moved around....”

However, while it appears allocation decisions were made within population health, a
senior executive suggested that perhaps at a high level this may not be the case:
“…So the executive team also make decisions based on our strategic
priorities, which again fit pretty well [with] the department’s strategic
priorities, but I am not sure that we have specifically said ‘Oh gee, it says in
the State Plan or it says in the State Health Plan we must do this therefore
we will put some money there or not put some money there’….”

Competing priorities and sufficient resources
In relation to whether the AHS was able to invest in health promotion or prevention
sufficiently, both the senior executive and the third- and fourth-tier managers reflected that
more funding would be desirable:
“…My answer obviously from where I am sitting has to be in one sense ‘no’,
because there is always so much more that could be done if you had
sufficient resources. Having said that, I think that we do reasonably well.
We have a pretty good budget for our population health improvement,
health promotion stuff….”
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“I would always like more…we could always do with some more.”

In discussing whether the AHS had increased resources to invest in health promotion or
prevention after the release of the State Plan and State Health Plan, the third- and fourthtier managers said:
“…But we have got new money for falls prevention which actually occurred
before the State Plan, we have got new big, big money for child obesity but
that occurred before the State Plan. Now the State Plan reinforces all of
those things….”

“...What it’s done is given us massive mandate leverage....”

Staff in the focus group, however, identified that the area of healthy urban planning had
attracted new resources:

“…I also work on the healthy urban planning project, and that has come
fairly recently, and probably in response to the health promotion focus.”

The focus group staff also mentioned the childhood obesity project, although unlike the
more senior staff, they did not comment that this was funded prior to the State Plan:
“…from a childhood obesity perspective there’s certainly been big dollars
sent our way to address childhood obesity through Good for Kids, Good for
Life. And that has also been assisted by our AHS, so I think, you know,
they’re making an annual contribution towards that as well, and I guess that
is really a symbol of them supporting the State Plan as well.”

In summary, the informants from HNEAHS suggested that there had been little change in
funding with the new policies, and that more funds would always be desirable. Some of
the financial information described earlier concords with this information, as the population
health NCOS in HNEAHS had been fairly stable over time. In contrast, the increase in
expenditure from the UAR data is not congruent with the informants’ comments.
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Ring-fencing resources
Respondents were also questioned as to how the AHS ensures that funds allocated for
health promotion or prevention are spent on these activities, that is, “ring-fenced”. All
responses suggested that this was the case (Appendix 11).
The Director, Finance responded:
“We allocate them to [Director, Population Health, Planning and
Performance] and she’s fairly proactive and makes sure that’s done...She is
a strong advocate for that budget and what it is used for....”

The third/fourth tier manager similarly suggested that it is a straightforward matter of
allocation:
“…we get an annual budget which hasn’t changed for donkey’s years but it
comes direct from financial services. There are no other sticky fingers
involved. It comes to me. [The Director, Health Promotion] gets her share,
all the other people get their share. There’s no interference whatsoever.”

Staff participating in the focus group suggested that there was some sort of mandate from
the Department in relation to how funds were to be spent:
“...isn’t it a NSW Health directive that a certain amount, a certain proportion
of the money has to be spent in the key areas...there’s three key
areas...Then there’s a portion of the money which has a bit more flexibility
which you can use to adapt to your local area….”

A related question to test whether increased health promotion investment from the
Department increased AHS spending in this area confirmed no apparent issues with health
promotion funding being diverted to other priority areas in the AHS. When asked, “Do
additional funds from the Department increase the spend on health promotion in the
AHS?”, a senior executive responded:
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“Well the Good for Kids one is an example of that, but I am assuming that
part of the reason that that question is asked because I think there is a
view, which may be true, a view in the Department that in some instances
that some AHSs only spend Department money, and if they get Department
money they take their own money out of things. That’s not our practice in
our AHS…yes, so in our AHS if we get additional money for health
promotion - I can’t think of an instance where we wouldn’t have then spent
the additional money….”

While informants were clear that health promotion funds were allocated to health
promotion, there was less clarity about actual funding amounts. A senior executive said
that they did not know how the investment in health promotion/prevention compared to
other activities proportionally, and the Director, Finance’s response to the question of
“What is your average annual spend on health promotion activities?” was “Got no idea”.
Similarly, a focus group participant responded that they “didn’t have a clue” as to whether
the investment in health promotion has changed proportionally over time.

However, a senior executive did comment:
“...I think we have not [a] bad spend on health promotion activities, but
having said that, the inflationary aspects of acute care are just enormous.
and the endlessly growing demand that is very hard to shut the door on
means that probably our health promotion funding grows but grows less
rapidly. Although we do our very best to constrain to the budget we have
available [for] our acute services as well as everything else.”

4.6.2

Staffing

Staff numbers are another aspect to consider in terms of resources. The HNEAHS annual
reports provide no information about the workforce relevant to health promotion. The
health promotion/prevention workforce, in either its numbers or efforts to train it, was
mentioned neither in the two annual reports before the release of the State Plan nor the
two after.

In the interview with the senior executives and in the Focus Group, however,

there was some reference made to new staff being employed for specific new initiatives.
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4.7

SUMMARY OF CHANGE SINCE THE STATE PLAN IN HNEAHS

The results provided by the analysis of HNEAHS’s annual reports, strategic plan, financial
data and informant interviews and focus groups suggest relatively little change since the
release of the State Plan and State Health Plan. Results to support this include the
performance monitoring findings from the annual reports, the NCOS data and informant
comments regarding budget, structure, relationships and workforce developments. The
key benefit or role of the state policies identified is “supporting” existing direction, or acting
as an advocacy tool.

There are no apparent issues identified with respect to a shared vision and alignment with
the state policies. From a high-level perspective, the strategic plan of HNEAHS shares the
vision and targets of the NSW State Plan and State Health Plan. This is perhaps because
there is little difference between the new vision and the status quo. Further, alignment
would be expected to a certain degree, as it is clear the Area has followed a set framework
provided by NSW Health.
Informants in the focus group and interviews were asked directly about change since the
State Plan and State Health Plan. The responses support the finding of little change. The
Director, Finance, in response to the question, “Can you sum up how things have changed
since the release of the State/Health Plan?”, responded “Not a lot, no”.

The senior

executives of HNEAHS responded similarly:
“Yes, there have been changes but things are changing all the time
anyway…It gives some credence to work that they’re [health promotion]
always pushing so, but honestly have I seen a major change in that from
the broader health system? Probably not.”
“I am not sure that at an Area level that we are seeing too much change in
terms of the way we approach it…we sort of set our strategic direction from
the bottom up…and then we align it to what the state plan was doing…So
from our point of view we then just looked at what we set as our goals and
mapped those to the State Plan and there was a fair bit of congruence. So
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I don’t think it has been driven by the state planning processes at all. I think
we were already – we already had a plan about what we wanted to do and
were already on a path that I don’t think has changed too substantially as a
result of the State Plan.”

The third/fourth-tier manager’s response focused on the support/advocacy role the state
policies play:
“…Political, bureaucratic support for the agenda. It’s given other agencies
either direction to think about it or give them a permission to do it. Because
a problem that a lot of organisations and units have is that unless their top
leader says go down this path people won’t go down the path…So I see the
state plans as giving permission to community to seriously invest in
prevention where before people said ‘No I’m a clinician, no, it’s not my
business’….”

4.8

ENHANCEMENT OF HEALTH PROMOTION IN THE FUTURE

While few issues with the implementation of the State Plan and State Health Plan were
identified, informants were specifically questioned about whether there was a better way to
implement health promotion in NSW. Prompts were provided to informants that included
issues such as further centralisation and outsourcing to third parties such as nongovernment organisations.

4.8.1

Centralisation

In regards to a more centralised, state-wide body/function, the HNEAHS senior executives
responded:
“I think it would be really hard with the way we have got things structured
for them to be, you know, to be effective. You have to use your existing
people and you have to get them on board and engaged and mobilised
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and motivated with the directions and I think what you can do in an area is
actually make them feel that they’re part of one team.…”

“Our team have done some really good work around capacity-building
and relationship-building within the AHS as well as externally…And I think
if you took that out and had some completely separate state body that
would make that really difficult, and so the stuff that we are doing around
preventive care I can’t see how you could do that if you just have a state
body doing that.”

“...the other thing too is that there are certain things where local
knowledge and local relationships again are critical. Health promotion is
not all just about social marketing which you can do centrally, fine, but
there is a lot of stuff which can’t be done centrally because it does rely on
the networks and what you know about your patch.”

The responses from these senior executives suggest maintenance of the current model
due to the need for local engagement (particularly with clinicians), the importance of
partnerships and relationships, and local knowledge that is not available outside of the
Area. One of the third/fourth-tier managers similarly rejected a more centralised approach
and preferred flexibility to respond to priority directions:

“I like the current model. I know that there has been discussion of directive
models, so rather than saying ‘falls as a priority’, saying ‘falls and do this to
reduce falls’. I wouldn’t be comfortable with that. I actually quite like the
way that we’ve allocated budget to work on a risk, that risk might be
determined but there is flexibility in how we approach that and that works
very well for our Area because we work quite differently to a lot of the other
Areas...I don’t know how well it would work if it were to be more directed or
centralised, I think we would lose the ability to have local need addressed in
an evidenced-based way.”

However, it was noted that this means considerable difference across the state, and one of
the third/fourth-tier managers suggested that there was a need for greater consistency:
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“…I think all health promotion units should be run like [HNEAHSs]. They all
should have a capacity-building focus in my view...but the rest of the state
doesn’t get that because the other health promotion areas do their own thing.
So I think there is a need for greater consistency across the state. It doesn’t
have to be by law, directive or centralised, but I think there could be an
improvement in health promotion across the state.”

Appendix 11 illustrates which issues were raised by the senior executives compared to the
managers and focus group participants.

4.8.2

Non-Government Organisations

The potential for further outsourcing of health promotion to non-government organisations
was also criticised with the feeling that it would reduce the threshold of investment. A
third/fourth-tier manager responded:

“...if you gave some money to cancer, some money to heart foundation,
some to the,

if there was a falls foundation, some to the alcohol

foundation, some to somewhere else, you would end up splitting the
money to such a small level that any local area wouldn’t have a critical
level of investment…There has been some work done which says to get
to change smoking rates you have to invest something like $4 or more per
head. As soon as you get that level of investment then you get a shift in
the change in the risk behaviour to the community and I think one of the
problems that the government has and the development has, is it gets it
very tiny budget and it splits it too many ways…I think it is about a critical
mass in investment to make, and I think if you do it the way you just
suggested [outsourcing to NGOs], then I think it would dissipate too
much, to be honest.”
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4.9

SUMMARY OF HNEAHS

This case study presents the results of the analysis of the data for HNEAHS. In relation to
the policy domain of the conceptual framework, HNEAHS is an AHS that shares the vision
of the State Plan, agrees with its focus, and has aligned itself with the indicators of the
plans. Further, HNEAHS was satisfied with, and participated in, the development process
for the plans.
However, there is still considerable pressure on HNEAHS to focus on the acute aspects of
its service delivery, and clinicians are yet to be fully engaged. Further, prevention or
health promotion from a financial perspective is an extremely small part of HNEAHS’s total
business.
From a process perspective, the state plans are largely regarded as feasible. Arguably,
this is probably due to the perception that HNEAHS was already doing what the plans
required. This perception is perhaps confirmed when considering HNEAHS’s performance
indicators over time, which required little change to be fully aligned with the plans.
While it is difficult to determine all the activities HNEAHS might have done to implement
the plans, it is clear that they undertook some sort of alignment process; to ensure their
indicators and strategic plans aligned with the required directions.

There remains

ambiguity whether this was a top-down or bottom-up process. HNEAHS, as required (and
following the template provided), completed a strategic plan although it contains few
elements one would expect to see in a plan that follows a program logic model.
From a financial perspective, the staff of HNEAHS present mixed views, but generally
there is a sense of little change in resources following the State Plan. However, the
respondents as well as some of the financial data suggest there may have been shifts in
resources within population health to the priority areas over time, but probably no real
increase in investment in prevention generally.
Finally, the major conclusion is that there has been little change since the release of the
state plans. These plans provide some level of support for advocacy efforts, but little aside
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from that. The state plans do not appear to have achieved what they set out to do;
increase the focus on prevention and early intervention in HNEAHS. Staff of HNEAHS
also appear to prefer the status quo, and do not agree with the alternative opportunities for
health promotion implementation that were canvassed.
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CASE STUDY 2: NORTHERN SYDNEY CENTRAL COAST AHS

4.10

INTRODUCTION

This section presents the results for the Northern Sydney Central Coast AHS (NSCCAHS).
The data is presented in accordance with the conceptual framework of the study; however,
for brevity, this case study will focus on differences from the first case described: Hunter
New England AHS (HNEAHS).

4.11

THE POLICY

4.11.1 Shared Vision

Alignment with the State Plan and State Health Plan
Appendix 12 contains the results from the template analysis of the NSCCAHS annual
report from the 2006/7 financial year. This is the first annual report after the State Plan.
The annual report does not make specific mention of the State Plan, but does mention the
State Health Plan. The health promotion/prevention indicators are aligned with the state
plans; however, as for HNEAHS there is no illicit drug use indicator or data.
In the following year, 2007/8, NSCCAHS again did not refer to the State Plan, but did
mention the State Health Plan in their annual report (Appendix 12).

In the absence of a strategic plan for NSCCAHS, the annual reports suggest the Area’s
concordance with the vision and directions of the State Health Plan.

Importance of Health Promotion
In the NSCCAHS annual reports, the chief executive rarely mentioned health promotion
issues: they are not mentioned at all in 2005/6 or 2006/7, and only one or two specific
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health promotion issues are mentioned in the other years. The sorts of issues that were
mentioned by the NSCCAHS chief executive were not dissimilar to those mentioned in
HNEAHS. They were at a higher level than particular service streams, such as health
promotion, primary care and community health, and tertiary services; hence the lack of
comments on health promotion/prevention may not have been a reflection of its lack of
importance.

Unlike HNEAHS, where there was generally a consistent response of health promotion
being considered important, the views of informants across NSCCAHS were slightly more
mixed, and there was more commentary related to the focus on the acute aspect of the
system.

Most notably, a third-tier manager stated:
“...I think its declining [in] importance…much of the last three years I
think it has been declining in importance…We’re the optional extra and
we’re taking a 10 percent reduction in staffing and so forth. This [is]
coming on top of 10 percent probably over to the last two years….”

Further, in response to a question regarding whether health promotion is important to the
NSCCAHS, participants in the focus group stated:

“…On a scale of one to ten, I would say four from the AHS perspective.
The bottom line to them is patient care – that’s the priority. And I think
that they just pay lip service to health promotion….”

“…I think it’s good that health promotion and prevention is
acknowledged, and there is a big role for preventive work. But I think
just looking at the current redundancies and where the funding goes, it
gives me a sense that prevention isn’t as high a priority.…”

From the comments in the interviews and focus groups, staff of NSCCAHS describe an
organisation that does not necessarily share the vision of the State Plan in regards to the
importance of health promotion and prevention.
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Sharing the vision from a financial perspective
Appendix 12 provides the details of NSCCAHS’s Net Cost of Services (NCOS) and
expenditure on individual State Plan program areas over time. The NCOS for population
health in NSCCAHS fluctuated over the four years covered by this analysis. It peaked in
2005/6 at 1.10%, and was lowest in 2004/5 at 0.74%. Interestingly, these were the same
years of peak and low for HNEAHS. It is notable that a NSCCAHS program area that was
described by their senior executive as important attracted approximately 1% of the
organisation’s budget, and in 2007/8 about $12.22 was spent on each person in
NSCCAHS. (HNEAHS per capita spend was around $4 per person higher).
The population health NCOS fluctuated over time both in actual amount and as a
proportion of the organisation’s total NCOS, but was far more consistent than HNEAHS’s.
Unlike HNEAHS, the separate data source of the UARs indicated an overall trend of
decreased expenditure on population health over time, albeit with an increased
expenditure on state priority areas over time. Total population health UAR decreased from
$22,157,213 in 2004/5 to $19,343,848 in 2007/8. This is consistent with the third-tier
manager’s comment regarding the decreasing importance of health promotion and
financial reductions.

While the two financial data sources are distinct, the NCOS data appears to suggest a
reasonably steady proportion of NSCCAHS’s budget directed towards population health.
However, the UAR data suggests decreasing expenditure over time towards population
health generally, but increased focus on State Plan and State Health Plan program areas.
Further commentary on the financial data is provided in the Resources section of this case
study.

Clinical engagement with prevention
Unlike HNEAHS, none of the informants from NSCCAHS made reference to clinical
engagement with prevention.
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Requirement for flexibility
In the focus group with NSCCAHS health promotion staff, the desire for flexibility was
consistently raised (Appendix 11). This is unlike HNEAHS, where this issue was only
raised by a senior executive.

The health promotion staff of NSCCAHS certainly

considered that there are further priorities that they should be able to pursue beyond the
state’s priorities.

Pressure to focus on the acute sector
During three of the four interviews/focus group, the pressure to focus on the acute aspect
of the health system was noted (Appendix 11). This is not dissimilar to HNEAHS.

4.11.2 Targets, Measures and Indicators

Agreement with the targets and measures
In NSCCAHS those in more senior positions said they agreed with the specific health
promotion components, or target areas, of the State Plan and State Health Plan (Appendix
11). This is similar to HNEAHS. However, the less-senior staff in the NSCCAHS focus
group identified issues with the target areas; these are described later in this section.

Alignment of performance indicators
Unlike HNEAHS, were there was general agreement on the performance indicators, the
views were more mixed from the staff in NSCCAHS. However, analysis of the actual
performance indicators that NSCCAHS included in its performance-monitoring framework
(as reported in its annual reports) does suggest an organisation sharing the vision of the
state policies. This is shown by: the considerable proportion of indicators dedicated to the
health promotion/prevention aspect of the health system, and reporting of the specific
indicators outlined in the State Plan and State Health Plan. (As with HNEAHS, illicit drug
use was not included).
NSCCAHS dedicates a substantial proportion of its performance indicators to health
promotion/prevention.

In 2004/5, 34% of the indicators were classified as health
164

promotion/prevention and a similar proportion (39%) the following year, which was still
before the State Plan (Appendix 12). Also before the release of the State Plan and State
Health Plan, in the 2005/6 financial year, 75% of NSCCAHS’s health promotion/prevention
indicators were already consistent with the future State Plan and State Health Plan
indicators (Appendix 12). This would appear to suggest considerable alignment between
what was measured before and after the State Plan.

After the State Plan, the number of indicators dedicated to health promotion/prevention
had remained reasonably steady at 37%, and 100% of their health promotion/prevention
indicators aligned with the State Plan.

In summary, NSCCAHS has consistently dedicated about one-third of its performance
indicators to health promotion/prevention, and after the State Plan all of the health
promotion indicators were aligned with the State Plan and State Health Plan.
It should be noted, though, that the performance indicators included in the annual reports,
were focused on measurement against an indicator.

While NSCCAHS included a

considerable proportion of health promotion/prevention indicators, it did not necessarily
identify what its targets were; rather just what the result was (refer to Appendix 12). This
has made it difficult to assess how NSCCAHS performed against what arguably it
perceived to be important, as there was not always a sense of what it is aiming for, rather
just what the current result is.

Target areas providing focus
Informants in the NSSCAHS interviews identified the issue of the target areas providing
focus. Rather than just a general sense of agreement with the various target areas, for
example obesity or tobacco, both the senior executive and third-tier manager specifically
mentioned that the target areas were beneficial for providing focus, not necessarily
specifically what the focus was. To illustrate, regarding the plans having priority areas, the
third-tier manager stated:
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“…I think it’s not a bad thing to do. I think that one of [the] things that health
promotion has suffered from over the years is trying to be all things to all
people…”

This prescribed focus of the plans is, however, described later in this section by focus
group participants in a negative manner, and they express a desire for greater flexibility.

Disagreement with a target area
Informants from NSCCAHS did express some level of disagreement with one target area
of the State Health Plan: falls prevention.

No such disagreement was identified by

HNEAHS. Specifically, the senior executive from NSCCAHS commented:
“…And as for falls, my only quibble with falls is there is an element of ‘so
what’

about

falls

prevention…If

I

were

running

the

health

promotion/prevention business, falls would not be one of the top three, but
I’m not and maybe wiser heads prevailed and it should be, so I remain to be
convinced about falls….”

Interestingly, a focus group participant also referred to the priority given to falls prevention
being reduced:
”…But now it looks like falls might be going and alcohol will step in….”

The other focus group participants agreed that falls prevention was ceasing to be a
priority, stating that that “was very much the case”.

Identification of a missing target area
Both the third tier manager and the focus group identified missing target areas. The
manager referred to alcohol, and a participant in the focus group referred to mental health.
Risk alcohol drinking and mental health are actually priorities in the State Plan and State
Health Plan; however, informants’ comments suggested that because they were not led by
the health promotion function within the Department, they were lost priorities.

For

example, the third-tier manager commented:
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“….alcohol is not [a priority area]…Now they might say – oh, they are
somebody else’s or whatever but it is nobody else’s in the Health
Department…because I sit on the state alcohol and drug prevention
committee…they have totally disinvested in any prevention and its
happened across the state, so I’d be happy if that was a health promotion
priority but it’s not….”

Insufficient recognition of Area differences
In HNEAHS, there was a perception of a focus on metropolitan issues in the state policies.
A similar (but not identical) issue was raised by the focus group in NSCCAHS: participants
discussed differences between Areas, as well as differences within AHSs, not being
acknowledged. Comments from the focus group participants included:
“Well, I guess the targets – the research isn’t Area-specific.

The

research is NSW-wide, where they get the research to get, to decide
what the targets will be. So I guess it’s not Area-specific. I am not
saying that’s right or wrong, I’m just saying that it could be potentially,
you could be in an Area where that might not be an issue for your Area,
but you have to work on it….”
“Yes, that’s very much the case in our AHS. Because what’s the priority
in Northern Sydney isn’t going to be a priority in Wyong. They have
very different needs. The plans don’t really address that….”

Inherent problem with health promotion indicators
While NSCCAHS demonstrated considerable alignment with the indicators, similar to
HNEAHS, informants from NSCCAHS identified inherent problems with health promotion
indicators. Their lack of specificity was described by the third-tier manager as answering
“a big gross question”; this was in reference to smoking rates specifically. Further, the
senior executive identified the alcohol target/indicator in particular as being too weak,
saying, “The target is too generously high in the amount of risky drinking that it will accept
as being a satisfactory result”.
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4.11.3 State Plans’ Development Process
The previous results appear to suggest an organisation that on paper, through its
performance-indicator framework, is aligned with and shares the vision of the state policies
for the most part. However, the interviews and focus groups from NSCCAHS describe an
organisation that does not necessarily support the vision and target areas of the state
policies.

The literature review described the importance of engaging staff in policy

development processes in an attempt to increase this shared vision. Little information was
gathered from NSCCAHS regarding the informants’ participation in, and awareness of,
development processes for the state policies.

However, unlike HNEAHS where what

comments there were on the development process were generally satisfactory, the
information that was gathered from NSCCAHS depicted dissatisfied employees.

In response to the question, “Do you know how the Department approached the
development of the Plan?”, the focus group participants responded with:
“….I imagine they had a meeting….” [laughter]
“Yeah, and I have often wondered that, how did they come up with our
top three…so no idea”

“A room full of bureaucrats, who sit down and make those decisions.…”

Further, none of the focus group participants had participated in any form of consultation,
and were not sure if their managers had.
In summary, it would appear that NSCCAHS did not necessarily share the vision of the
State Plan and State Health Plan, and in some instances disagreed outright with particular
focus areas. Staff felt there was considerable pressure on the AHS to focus on the acute
sector, and perceived that the importance of health promotion was declining. While the
focus provided by the plans was generally agreed with, issues with the target areas and
particular indicators were identified. Health promotion staff not only did not participate in
the plans’ development process, they did not even know what the process was.
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4.12

PROCESS

4.12.1 Departmental Implementation Requirements
Unlike HNEAHS, where informants cited a range of mechanisms required by the
Department to implement the state plans, few were described by informants from
NSCCAHS. The key issue raised in the NSCCAHS interviews and focus group related
instead to performance monitoring, which was recorded in three of the four
interviews/focus group.

The third-tier manager reported that accountability through key performance indicators
was actually declining and inadequate, stating:
“…they are declining and we no longer have a separate population health
performance agreement with the Department so there’s just about three
questions in the overall one….”

The senior executive’s comments indicated that the key targets were those that the AHS
were required to report on:
“…busy bureaucrats being busy bureaucrats, they take the key targets and
look at those closely, and so those then guide reporting behaviour….”

In the focus group, the allocation of resources to target areas was raised as a
Departmental implementation mechanism. One participant commented:
“…But the main way they’ve done it, is channeling where the money is
going to go….”

None of the informants mentioned a strategic plan for NSCCAHS.

4.12.2 Feasibility
Due to their nature, the NSCCAHS annual reports were limited in the information they
contain regarding processes to implement the State Plan and State Health Plan. One
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indicator, however, illustrated in Appendix 12, was the alignment of strategy to the
target/indicator, which was considered to perhaps provide information regarding the
feasibility of what the Area was aiming to achieve. While the NSCCAHS annual reports on
occasion did list planned actions in regards to an indicator, sometimes the strategies cited
were not relevant to the indicator.

As there was no strategic plan available for NSCCAHS, and the annual reports provided
limited information, the majority of information regarding feasibility was provided by the
interview and focus group data.

Possible to follow plans, and AHSs already following them
Unlike HNEAHS, where there were consistent responses from informants identifying that
the AHS was able to follow the plans, and was already doing so, only the senior executive
indicated that NSCCAHS was already following the direction set by the state policies.

In NSCCAHS, unlike in HNEAHS, there was far more commentary from informants
regarding the difficulties associated with changing behaviour through health promotion and
the likely ineffectiveness of strategies.

Health promotion challenging due to the social change required
In NSCCAHS, both the senior executive and third-tier manager made substantial
comments regarding the challenges of the health system influencing lifestyle behaviours
associated with broader societal issues and not solely in the control of the health system.
The senior executive commented:
“…The response, though, is somewhat more profuse than straightforward
clinical services delivery. And that is not to say that clinical services are
easy or straightforward either, but because population health and health
promotion prevention are so much more woven into the social fabric of the
community and depend so much on the actions not only of the people in
the community themselves but also the providers of care and services, then
it makes it more challenging and interesting and difficult in a way to deliver
those outcomes.…”
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Further, in particular reference to alcohol, the senior executive commented:
“…I think there are many in population health who would want to see the
balance tipping in favour of more health promotion and health protection
than it currently does in that area. There are very substantial political
forces aligned against positive health promotion outcomes….”

Similarly, the third-tier manager mentioned alcohol as an example of how difficult health
promotion can be compared to issues more typical to health service delivery:
“…you have got other things, overlaying politics...Obviously there is a huge
industry, that alcohol, health promotion is unpopular because you are
targeting an industry and you have lots of enemies.

Whereas falls

prevention is very popular in the health system because it is typical health
stuff. It’s about helping old people or something or other, whereas a health
system struggles with that going out and confronting the purveyors of
products.…”

Alcohol was not the only priority area where the challenges of behavior change were
identified. Another target area, obesity, was also given as an example by the senior
executive:

“…I don’t think we’ve unpacked exactly how is it population health’s
business to influence and change behavior at all well in the area of
obesity…Coming as a non-commissioner and a non-expert from the
outside it strikes me that whatever we’ve done hasn’t been very successful
and that may well be because, again, we don’t have control over the social
responses or there are factors aligned against us or both...I suspect it is a
bit of both….”

Effectiveness of strategies problematic
Informants from NSCCAHS not only identified the societal changes of health promotion as
an issue for the implementation feasibility of the state policies, but also questioned the
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effectiveness of interventions or strategies. The focus group and two out of the three
interviews raised an issue in this regard. In particular, both the senior executive and the
third-tier manager queried the effectiveness of falls prevention interventions. For example,
the manager commented:
“….we just have no population-wide initiative that’s going to affect the
population….We just have no methodology in falls prevention….I don’t
think we have a population-wide intervention available to us for falls, which
leaves you with a very high-cost semi-clinical intervention for very few
people and that’s not the business of health promotion….”

An informant in the focus group similarly raised an issue about clinical interventions for
falls, rather than health promotion interventions, being given priority.
The senior executive also queried how effective falls prevention is:
“…I guess then the point is you can do all the falls prevention you like but
unless we actually see an effective reduction in falls and the consequences
of falls, I just wonder about how effective it is….”

Unlike HNEAHS, where informants suggested that the Area had been able to follow the
framework set by the state policies, in NSCCAHS, feasibility of implementation did not
come across as straightforward. Not only did NSCCAHS consider that behaviour change
may be beyond its sphere of control, but the effectiveness of strategies in place was also
questioned.

4.12.3 Changes Due to the State Plan

Advocacy and support tool
Although HNEAHS consistently characterised state policies as being an advocacy or
support tool, this was only raised by one informant in NSCCAHS. The third-tier manager
commented in regards to a cross-government regional coordination group:
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“…because there was a State Plan they had certain things that were being
driven by the Premier’s Department, they had to have things going on and
we got ‘what are we going to do about obesity’, and I said ‘have I got the
plan, have I got the thing for you’…so in fact it gave us the ability to open
the door to do something….”

Relationships
Informants from NSCCAHS had mixed views about the influence of state policies on
stakeholder relationships. While in HNEAHS it was considered that there was little change
in relationships or that the state policies were an impetus to strengthen them; by contrast,
in NSCCAHS, the focus group participants noted detrimental effects on relationships.

Comments from participants in the focus group included:
“…Partners are still wanting us to do things that we used to do. And we
have to say, ‘Okay, sorry, no, we’re not working in that way now.’ But I
guess we’ve got new partners as well. And we have found methods of
working in different ways, yeah, but it’s certainly, we have very different
relationships to what we had years ago….”
“I would say I have less relationships as a result, because it just got too
hard in a sense, I’ll say no more, but I’ve definitely got less relationships
with key stakeholders…Because with the limitations, ‘oh no, I can’t do this’,
and ‘there’s no money for that’, and after a while it gets quite tiring….”

However, there were some positive comments made in regards to relationships as well. A
participant in the focus group said:
“I don’t know if it’s the State Plan, but I certainly know that I am working
alongside DET more, in terms of both obesity and binge drinking. And that
didn’t happen in the past. And also local councils, ‘cause we’re all working

173

on similar things. And I never really thought it was the State plan or not,
but we do all have similar goals that we are working on.…”

4.12.4 AHS Implementation Processes

Strategic planning
As identified in the HNEAHS case study, one of the implementation requirements from the
NSW Department of Health was to prepare a strategic plan using a template issued by the
Department. However, no strategic plan for NSCCAHS has been released.

Mapping processes and alignment of indicators
Respondents were asked questions regarding various processes that relate to the
implementation of the policy direction in the state plans. While informants from HNEAHS
talked of mapping processes, this was not mentioned in the NSCCAHS interviews or focus
group. Some sort of alignment of indicators was, however, referred to by the senior
executive in NSCCAHS.

Funding tied to indicators
Both the third-tier manager and focus group referred to funding being tied to particular
target areas or indicators.

One participant referred to “getting nothing”.

Another

commented:
“What [the State Plan] has done is directed funding you’re getting and what
it can be spent on.”

Comments regarding funding allocation towards priority areas are also described in the
Resources section of this case study.
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Structural change and workforce development
Views varied on whether NSCCAHS had made any structural change in response to the
state plans.

The third-tier manager indicated that there had not been, whereas a

participant in the focus group suggested there had:
“We did introduce Area groups for these big three or four as it is now. So
we do have Area-wide groups of people with expertise in those particular
areas. So that was just at the health promotion level”.

Further, there were mixed views in regards to workforce development. Both the senior
executive and the focus group suggested there had not been specific workforce
development activities, whereas the third-tier manager suggested there perhaps had been
some level of workforce development:
“Yeah, I think we’ve invested in, not so much the straight-out staff
development, I mean obviously people go out to conferences or go to
seminars or whatever, and some of the stuff at state level actually helps
with that…you know the Institutes, the one at Sydney Uni about weight,
who run regular seminars and generate a lot of stuff out into the field, that
sort of stuff which is funded by NSW Health has helped with that…But I
think it’s more about changing some of the structures in your service so that
people see themselves as numbers of people focusing on common targets
and working with other people and getting those common targets. So I
think some of the changes I’ve brought about are how we have our
program groups on the priority topics and everyone working on those things
belongs to the Area program group. I think focus groups….”

What was considered as structural change by the focus group was considered a workforce
development strategy by the third-tier manager.
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Performance management
Similar to HNEAHS, performance management was described by some informants from
NSCCAHS. The senior executive from NSCCAHS stated:
“It unfolds from the Department to each AHS, so performance review for
the entire AHS is structured around the State Health Plan so from strategic
direction one it’s ‘Keeping People Healthy’, two, its ‘Better Experiences for
people using Health Services’, and so on and so forth….”

Unlike HNEAHS, however, NSCCAHS informants questioned the robustness of the
performance-management framework. Comments from the focus group included:
“I’ve always been surprised by not lack of, but the amount of things we
don’t have to report on to quite a comprehensive standard.…”
“…we don’t have to report back in any detail, not sort of in evaluation terms
we don’t. Just process, really.”

In summary, through the interviews and focus group, the implementation processes
identified in NSCCAHS included alignment of indicators, funding being tied to indicators,
and a performance-management process (albeit possibly a weak one). Mixed views were
presented about structural change and workforce development.

Unlike HNEAHS,

NSCCAHS had produced no strategic plan, and there was no commentary on mapping or
planning processes in response to state policies.
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4.13

RESOURCES

4.13.1 Allocation and Expenditure

Trends in Net Cost of Services and expenditure
Appendix 12 and Figure 8 present the NSCCAHS financial information for the two years
before and after the release of the State Plan and State Health Plan. In the two years prior
to the State Plan and State Health Plan, the audited statements indicated that
NSCCAHS’s NCOS was approximately $8.3m to $13.3m for population health activities,
an increase in the proportion of their total NCOS from 0.74% in 2004/5 to 1.1% in 2005/6.
After the release of the State Plan and State Health Plan, the population health NCOS
decreased in 2006/7 to $13.65m and then increased in 2007/8 to $13.5m (Figure 8 and
Appendix 12). In 2006/7 the NSCCAHS population health NCOS represented 1.09% of
total NCOS, and in 2007/8 1.01%. On a per-capita basis, the NCOS for population health
in NSCCAHS increased from $7.46 per person in 2004/5, to $12.22 per person by 2007/8.
(It should be noted that population growth/decline is not captured within this calculation, as
the most recent available population data was from 2006). These per capita figures are
considerably lower than those for HNEAHS.
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Figure 8: NSCCAHS Population Health NCOS and Proportional Population Health
NCOS (Audited Statements)

177

Prior to the State Plan and State Health Plan, NSCCAHS expended a total of
approximately $5.3m in 2004/5 and $5.1m 2005/6 on the State Plan program areas of risk
alcohol drinking, illicit drug use, tobacco and obesity prevention, according to the
unaudited annual returns (UARs) (Appendix 12). After the State Plan, the expenditure on
these program areas increased to $6.8m in 2006/7 and $7.1m in 2007/8. On a per-capita
basis the increase was from $4.82 per person in 2004/5 to $6.37 in 2007/8 (Appendix 12).

The NSCCAHS expenditure on State Plan priority areas as a proportion of the total
expenditure on population health programs from the UARs increased between 2004/5 and
2007/8. In 2004/5, expenditure on State Plan priority areas was approximately 25% of
total population health program expenditure; this increased to just over 36% by 2007/8
(Appendix 12).
The UARs reported expenditure on the various State Plan sub-programs individually; this
expenditure varied considerably over time. Risk alcohol drinking fluctuated from a high of
$199,730 in 2004/5 to no recorded expenditure in 2007/8. Illicit drug expenditure also
appeared variable, peaking at $755,761 in 2004/5, and dropping to just over $2,500 in
2007/8 (Appendix 12).
Tobacco expenditure prior to the State Plan was $360,224 in 2004/5, and dropped
considerably to $117,586 in 2005/6. It then decreased to zero in both 2006/7 and 2007/8.
Before the release of the State Plan, funding for the General Health Promotion subprogram, relevant to obesity prevention, was $4.7m in 2004/5 and $4.9m in 2005/6. After
the release of the State Plan, this rose sharply to over $6.7m in 2006/7 and over $7m in
2007/8 (Appendix 12). It is evident that of all the State Plan programs, the vast majority of
expenditure was within the General Health Promotion sub-program, ranging from 87.29%
to 99.96% of the program expenditure.

When the additional State Health Plan priority areas (such as falls prevention [injury] and
immunisation) are considered along with the State Plan priority areas, NSCCAHS spent a
total of $6,481,444 in 2004/5 and $5,884,677 in 2005/6, according to the UARs. After the
State Health Plan, this expenditure on State Plan and State Health Plan priority areas
increased in 2006/7 to $7,210,326, with a small additional increase to $7,553,716 in
2007/8, as indicated by the UARs (Appendix 12 and Figure 9).
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Unlike HNEAHS, the UAR and NCOS data analysis produced reasonably similar results.
There was no particular change in the proportion of the total NCOS dedicated to
population health over the four years covered by this analysis. Similarly, the UAR data
suggested fairly steady population health expenditure over time with, if anything, a slight
decrease.

Further, there has been an increase in the proportion of this expenditure

directed towards policy areas – however, this was largely an increase in General Health
Promotion sub-program.

However, the information provided by informants from NSCCAHS did not necessarily
support this financial data. Both the third-tier manager and the focus group participants
referred to declining resources available for health promotion. The manager stated when
viewing the NCOS data for NSCCAHS:
“…I will effectively, by the end of this financial year, have 20 percent less
than what I had back here some time and so there will be a continuing
decline…At the same time the overall budget of the whole AHS has been
going up. So my, in actual dollars has been going down…Whereas I might
have been 0.3 percent before, I am going to be down to 0.25 percent or
something like that…and the per-head amount on population will keep
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declining too because, like, our population is growing and the actual dollars
being spent is going down….”

In another section of the interview, the third-tier manager suggested that expenditures for
his section would be down by about 20% from three years ago.

Investment in priority areas
Interview respondents were asked several questions regarding finances.

One such

question was “Have financial/allocation or disinvestment decisions been made with the
plans in mind?”

Two of the four interviews/focus group suggested there had been

investment directed towards the priority areas (Appendix 11). In HNEAHS, there had been
a sense that this had happened within population health.

The third tier-manager in

NSCCAHS also reported a shift in resources within health promotion towards the priority
areas of tobacco, obesity and falls prevention. The focus group participants did not clarify
whether the shift was within population health, but made several comments that only the
priority areas were being funded.

Competing priorities and sufficient resources
Similar to HNEAHS, none of the informants suggested NSCCAHS was able to invest in
health promotion or prevention sufficiently.

Focus group participants did identify that

additional funding had been received for specific priority projects, and mentioned both a
childhood obesity initiative and a falls prevention initiative.

All of the interviewees referred to competing priorities for resources. The Finance Director
stated:
“…The problem the Health Service has got is we’re quite over budget and
there’s a lot of pressure on hospital budgets, and I guess one of the
concerns in the media is always around the acute services and so that
often drives additional investment….”
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Ring-fencing resources
Respondents were also questioned as to how NSCCAHS ensures that funds allocated for
health promotion or prevention are spent on these activities - that is, “ring-fenced”. Unlike
HNEAHS, where responses suggested that funds were, in fact, ring-fenced, NSCCAHS
informants had mixed views (Appendix 11).
The third-tier manager was confident that health promotion funds allocated from the
Department ended up in his cost centre which was not necessarily the case in other AHSs:
“…this AHS, neither Northern Sydney, the old Northern Sydney or the old
Central Coast, I think probably have been among the best to never have
taken that [health promotion] money and put it somewhere else. Whereas I
think if you go to some of the rural areas, it’s just ‘What is this money?
Yeah, we can use this for something else, can’t we?’”

The Director of Finance referred to “quarantined” funds at one point:
“…Certainly the Department of Health provides funding that is quarantined
for, you know, public health/health promotion type activities. We just have
to make sure that’s the case.…”

However, at another point in the interview, the Director of Finance suggested that it was
not being monitored:
“…We’re not monitoring it in a sense of whether it’s all being spent on
health promotion. That’s the assumption, it’s all being spent on health
promotion because that’s the purpose of the funds….”

Interestingly, a participant in the focus group was adamant that health promotion funds
were going astray:
“...plus things happen to the money. Because we get the money from NSW
Health [doesn’t] necessarily mean we can keep it, or spend it on what it
was meant to be spent on. So, at an administrative level at Area Health,
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they keep taking huge chunks of our budget, which we have no control
over. So we just seem to be, every couple of months, ‘oh we just lost
another fifty thousand dollars’…and I think that’s going to get worse before
it gets any better.…”

Under-spends and rollovers required
It is notable that while informants in NSCCAHS suggested that their funding was
insufficient and was decreasing, and may even have been taken for other purposes, the
senior executive made reference to considerable under-spends in the allocated budgets:
“…what I have asked my senior managers in this area and similar areas
who have rollovers unspent in special project funds is to think as creatively
and as cleverly as they can about investing those resources this financial
year in those programs focusing on their priority areas. So I am hoping,
notwithstanding the challenges we have seen in the past, that we will get
more investment - and more effective investment - in those areas this
financial year….”

In contrast, this issue was not raised by any informants from HNEAHS.

4.13.2 Staffing
Staff numbers are another aspect to consider in terms of resources. The NSCCAHS
annual reports provide no information about the workforce relevant to health promotion.
As with HNEAHS, the health promotion/prevention workforce, either in its numbers or
efforts to train it, was mentioned neither in the two annual reports before the release of the
State Plan nor the two after.

The focus group participants, however, made several

references to decreasing staff numbers (primarily due to redundancies). The comments
suggested

that

NSCCAHS

had

set

a

target

by

which

to

reduce

health

promotion/population staff numbers. One comment from the focus group was:
“…like an obscene amount of people went from drug and alcohol because
they were way over budget, but that just didn’t make any sense. I would
have been prepared to say, take some health promotion money and keep
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those really important staff on…six people or something went from a
particular service….”

4.14

SUMMARY OF CHANGE SINCE THE STATE PLAN IN NSCCAHS

The results provided by the analysis of NSCCAHS’s annual reports, financial data,
informant interviews and the focus group suggest the state policies may have introduced a
focus in priority areas, that may not have been as apparent before. However, while focus
may have increased, resources did not, and staff numbers declined. Further, while the
State Plan may have “opened doors” to some extent, other staff in NSCCAHS considered
it to have been detrimental to relationships.
Unlike HNEAHS, where no apparent issues were identified regarding a shared vision and
alignment with the state policies, NSCCAHS informants suggested health promotion was
not considered important. There were some negative views towards one particular focus
area, and queries regarding the effectiveness of strategies.

Further, informants

questioned the feasibility of health promotion strategies to address behavior change in
some particular cases.

Informants in the focus groups and interviews were asked directly about changes since the
State Plan and State Health Plan. The senior executive thought there certainly had been
no substantial change. However, both this senior executive and the third-tier manager did
consider there to be a greater focus on priority areas. This focus, however, was not
welcomed by all staff.

The focus group participants were particularly negative in this

regard. Comments from the focus group included:
“What we do now is very, very prescriptive. Any project that is funded, is
very prescriptive [about] what we can do, what we can’t. And there are
attempts at the moment to make it even more prescriptive….”
“I’ve actually been here for over 20 years, and what we were doing five to
six years ago was extremely creative. We basically had a free hand, we
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could look at what was happening in the area and target programs to meet
that…it’s very difficult to do that now, we do a little bit of it, but we can’t do
much at all.”

“…It’s much more restricted now on what we can do and what we can’t do.
Things are very much, we’ve gone back into the silo. Everything sits in its
little compartment and you try and work outside of that, and hey, no, that’s
not going to happen. I think the State Health Plan, not so much the State
Plan, has certainly made things more difficult….”

In HNEAHS, the informants’ comments supported a finding of little change. This is not the
case in NSCCAHS, particularly through the focus group. The only similarity between the
AHSs in this area was related to the state policies’ potential for playing an advocacy role.
The third-tier manager referred to it being able to “open a few doors”. A focus group
participant commented:
“ A positive of the State Plan is that if you do need to do work on a target
area, is that you can use the directions to back you up in trying to advocate
for more funding or more resources in that area. If it’s alcohol and other
drugs, you can say ‘oh well, look, it’s in the state plan and so you’ve said
this, so you need to deliver’, or to back you up with funding or whatever,
and you can fall back on that….”

4.15

ENHANCEMENT OF HEALTH PROMOTION IN THE FUTURE

4.15.1 Centralisation
When queried about centralisation, HNEAHS informants identified reasons why such an
approach would not work; these included issues such as the need for local knowledge and
established relationships. However, NSCCAHS informants raised none of these issues;
rather, they spoke of the likely increase in “red tape” or bureaucratic processes as a
negative outcome. The third-tier manager stated:
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“…So you’ve had sort of like a generation of really big things at head office
and you’ve had lots of activity and support in local areas. Now I think we are
actually suffering from going back to that thing about the increase in
centralisation and micromanagement…The bigger the organisation gets the
less delegation happens, the more the centralised the power.…”

4.15.2 Non-Government Organisations
NSCCAHS staff, like those in HNEAHS, criticised the potential for further outsourcing of
health promotion to non-government organisations. While HNEAHS staff rejected this due
to problems with reaching a threshold of investment, NSCCAHS were concerned about it
being a more expensive approach. The third-tier manager said:
“I think it is not ideal because every time you give the money away to
somebody else you lose a percentage off the top. They always take their
bit and say that you’ve got less money actually being spent on the ground.
You tend to finish up a bit with the Victorian system.…”

4.15.3 A Separate Government Organisation
While HNEAHS did not identify alternative models, the third-tier manager from NSCCAHS
did make a suggestion regarding a separate government agency:
“…If I could have the model I wanted, it would be a government agency,
because the money doesn’t have so many things taken off the top, but it
would not be based, and it should sensibly be within the Ministry of Health,
because it is about health, but would not be part of the AHS structure. It
would be more like the Cancer Institute, only with local people across the
state…You were being, at least at one level in the organisation where your
business was the business of the organisation. Whereas, our business is
0.3%, or something or other, of the business of the organisation. Now in a
big sense it will still be 0.3% of the business of NSW Health, but at least it
would be the business of that organisation you are in, and the fights would
be at head office level or whatever about the budget.”
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4.16

SUMMARY OF NSCCAHS

In relation to the policy domain of the conceptual framework, a number of weaknesses
were identified that would suggest difficulties for NSCCAHS being able to implement the
state-level plans. NSCCAHS staff did not necessarily share the vision of the State Plan,
nor agree with all the focus areas. Further, senior members of staff were skeptical about
their Area’s ability to pull the necessary levers for behaviour change, and also queried the
effectiveness of the strategies in place. While the Area aligned itself with the indicators of
the plans, there were negative views regarding their prescriptiveness. There was also
some level of discontent amongst staff regarding the development process for the plans.
Similar to HNEAHS, NSCCAHS recognised that there was still considerable pressure to
focus on the acute aspects of its service delivery. Further, prevention or health promotion
from a financial perspective was an extremely small part of its business, and comments
from staff would suggest funds and staff numbers for health promotion/prevention
programs were declining.
While it was difficult to determine all the activities NSCCAHS might have undertaken to
implement the plans, a performance-monitoring framework was in place. However, staff
did not consider this framework adequate.

Further, NSCCAHS had not met the

Departmental requirement to produce a strategic plan.
Finally, the major conclusion is that the change since the release of the state-level plans
has been an increased focus on priority areas. These Plans also provided some level of
support for advocacy efforts. The state plans do not appear to have achieved what they
set out to do: increase the focus on prevention and early intervention. Staff did not support
further centralisation of health promotion or the use of non-government organisations.
However, a suggestion was put forward regarding the creation of a separate government
agency that would not have to compete for resources and attention, as currently is the
case for health promotion within the NSW health system.
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CASE STUDY 3: SYDNEY SOUTH WEST AHS

4.17

INTRODUCTION

For brevity, this case study of Sydney South West AHS (SSWAHS) will focus on
differences from the previously described case studies: Hunter New England AHS
(HNEAHS) and Northern Sydney Central Coast AHS (NSCCAHS).

4.18

THE POLICY

4.18.1 Shared Vision
Within the concept of “Shared Vision”, no further variables from the SSWAHS data were
identified beyond those already identified in the HNEAHS case study.

Alignment with the State Plan and State Health Plan
Appendix 12 contains the results from the template analysis of the SSWAHS annual report
from the 2006/7 financial year. This was the first annual report after the release of the
State Plan. The annual report did not make specific mention of the State Plan, but did
refer to the State Health Plan.

It is also noted later in this section that the health

promotion/prevention indicators in the annual report were aligned with the state plans,
except that, as with the previous case studies, there was no illicit drug use indicator.

In the following year, 2007/8, SSWAHS again did not refer to the State Plan in its annual
report, but did refer to the State Health Plan (Appendix 12).
In May 2007, SSWAHS released A New Direction for Sydney South West, Health Service
Strategic Plan Towards 2010, described as the first such plan for the Area.

In the

introductory section to the strategic plan, the chief executive’s message stated that the
plan reflects the priorities identified for health in the recently released NSW Government
State Plan. The chief executive’s message also suggests that the Area would monitor
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progress with a range of measures: those that appear in the NSW State Plan, NSW
Health’s measures and others the Area had developed to measure local results.

Like all other Area strategic plans, the SSWAHS strategic plan referred to the NSW Health
vision, goals and seven strategic directions outlined in the State Health Plan.

It also

included the same commentary from the State Health Plan on where the health system
wanted to be in 2010.

However, the SSWAHS strategic plan (p.6) provided its own

commentary on where it wants to be in 2010, which discussed amongst other areas,
population health and illness prevention:
Concurrently, the focus on population health and the prevention of illness will
be strengthened, with particular attention given to reducing health
disadvantage. Attention will be focused on providing for the health needs of
vulnerable populations and communities within Sydney South West. Early
intervention will form an integral part of service delivery, both in terms of
ensuring a healthy start to life, and the early identification and treatment of
illness.

The SSWAHS strategic plan, as with all the other AHSs, included commentary from the
State Health Plan on the current pressures and future challenges facing the system.
Similar to the other Areas, SSWAHS included a section dedicated to equity in the supply
and delivery of health services within their strategic plan. The unique commentary in this
section referred to SSWAHS actively working with other government departments,
councils, non-government organisations and the community to implement strategies aimed
at reducing health disadvantage and improving equity, stating that the strategic plan
formalised this commitment.

Like those of HNEAHS, the annual reports and strategic plan of SSWAHS suggest the
Area’s concordance with the vision and directions of the State Plan and State Health Plan.

Importance of health promotion
In the SSWAHS’s annual reports, health promotion issues were not mentioned by the chief
executive at all in 2004/5, 2005/6 or 2006/7, and only once in 2007/8. As in other Areas,
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the chief executive’s focus was on high-level system issues, and any lack of commentary
from the chief executive regarding health promotion/prevention may not accurately reflect
the importance given to health promotion/prevention.

Unlike HNEAHS, where generally staff consistently perceived that health promotion was
considered important, the views of informants across SSWAHS were slightly more mixed.
One focus group participant commented:
“People identify that its important, but when it comes to actually putting
the funds against it, to show that it is, I think there is a bit of
inconsistency at that level….”

From the comments in the interviews and focus groups, SSWAHS staff described an
organisation that did not necessarily share the vision of the State Plan with respect to the
importance of health promotion and prevention.

Sharing the vision from a financial perspective
Appendix 12 provides the details of SSWAHS’s Net Cost of Services (NCOS) and
expenditure on individual State Plan program areas over time. The NCOS for Population
Health in SSWAHS fluctuated over the four years, but was reasonably stable between
2005/6 and 2007/8. It peaked in 2005/6 at 1.57% of total Area NCOS and was lowest in
2004/5 at 0.84%. Interestingly, these were the same years of peak and low for HNEAHS
and NSCCAHS.

In summary, a SSWAHS program area that their strategic plan

described as one that would be “strengthened” attracted approximately 1.5% of the
organisation’s budget.

However, in SSWAHS in 2007/8 about $20.59 was spent per

capita on prevention, considerably higher than either HNEAHS or NSCCAHS.

Unlike HNEAHS and NSCCAHS, the separate data source of the UARs in SSWAHS
indicated an overall trend of slightly decreased expenditure on population health over time,
with a concurrent decrease in expenditure on state-level priority areas over time. Total
population health UAR decreased from $25,217,166 in 2004/5 to $24,822,880 in 2007/8.
This is incongruent with comments made in the interviews, which will be discussed in the
Resources section.
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While the two financial data sources are distinct, the NCOS data appeared to suggest a
reasonably steady proportion of SSWAHS’s budget directed towards population health.
However, the UAR data suggested slightly decreasing expenditure over time towards
population health generally, and decreased focus on State Plan and State Health Plan
focus areas.

Further commentary on the financial data is provided in the Resources

section of this case study.

Clinical engagement with prevention
Unlike HNEAHS, but similar to NSCCAHS, no SSWAHS staff made reference to clinical
engagement with prevention.

Requirement for flexibility
Unlike other areas, there were no particular comments made regarding a desire for greater
flexibility in SSWAHS.

Pressure to focus on the acute sector
During two of the four interviews/focus groups in SSWAHS, the issue of the pressure on
AHSs to focus on the acute aspect of the health system was noted (Appendix 11). This is
similar to both HNEAHS and NSCCAHS.

4.18.2 Targets, Measures and Indicators
Agreement with the targets and measures
In SSWAHS, as in HNEAHS, there was agreement with the specific health promotion
components, or target areas, of the State Plan and State Health Plan (Appendix 11).

Alignment of performance indicators
Analysis of the performance indicators that SSWAHS included in its performancemonitoring framework (as reported in its annual reports), did suggest an organisation
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sharing the state-level vision, as evidenced by the considerable proportion of indicators
dedicated to the health promotion/prevention aspect of the health system (consistently
about one-third); and the reporting of the specific indicators outlined in the State Plan and
State Health Plan.
The dedication by SSWAHS of a substantial proportion of its performance indicators to
health promotion/prevention is not unlike the other Areas. In 2004/5, 34% of the indicators
were classified as health promotion/prevention, and a similar proportion (37%) the
following year; this was still prior to the State Plan (Appendix 12). Before the release of
the State Plan and State Health Plan, in the 2005/6 financial year, 71% of SSWAHS’s
health promotion/prevention indicators were already consistent with the future State Plan
and State Health Plan indicators (Appendix 12).

This would appear to suggest

considerable alignment between what was measured prior to the State Plan and after, like
other Areas.
After the State Plan, the number of indicators dedicated to health promotion/prevention
remained steady at around 37%, and 100% of their health promotion/prevention indicators
aligned with the State Plan.
In summary, SSWAHS consistently dedicated about one-third of its performance indicators
to health promotion/prevention, and after the State Plan all of the health promotion
indicators aligned with the State Plan and State Health Plan.

The performance indicators included in the annual reports were focused on measurement
against an indicator.

SSWAHS, unlike NSCCAHS, did identify what its targets were,

making it easier than with other AHSs to assess how SSWAHS performed.

Target areas providing focus
Similar to the NSSCAHS interviews, SSWAHS informants identified the issue of the target
areas providing focus. Both the senior executive and a focus group participant, rather than
just giving a general sense of agreement with the various target areas, for example obesity
or tobacco, commented specifically that target areas were beneficial for providing focus:
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“…it eliminates the scattergun approach or focusing on areas that are not
priorities. Because there needs to be support or some line of support, to
be visible from the top to bottom”.

Disagreement with a target area
Similar to HNEAHS, there was no disagreement with any of the target areas raised by
SSWAHS. This was unlike NSCCAHS, where informants disagreed with the State Health
Plan priority of falls prevention.

Identification of a missing target area
In SSWAHS, mental health and injury prevention were raised as missing target areas.
This issue of mental health was also raised by the focus group in NSCCAHS. Mental
health is a priority within the State Plan; however, informants’ comments suggested that
because it was not led by the health promotion function within the Department, it was a
lost priority. A focus group participant commented:
“…my area is mental health, and it’s not seen as one of the major priorities,
either at a national or state level in terms of health promotion, so we’re
always searching for appropriate funding.”

A participant in the SSWAHS focus group commented that injury prevention was also
lacking as a priority, noting that falls injury was the specific injury prevention priority area.

Insufficient recognition of Area differences
In the HNEAHS case study, there was a perception of a focus on metropolitan issues in
the state policies. A similar issue was raised by the focus group in NSCCAHS: differences
within AHSs not being acknowledged. (Similar comments regarding intra-AHS differences
were also made by focus group participants in SSWAHS). One focus group participant
commented:

“…With the amalgamation of South West Sydney and Central Sydney has
made the size of the Area, management wise, almost unmanageable. And
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it’s very difficult for people to understand the differences between Central
Sydney and, while the workers understand it, people above don’t
necessarily understand the issues involved….”

Breadth of State Plans
In the SSWAHS case study, a new issue was raised in regards to the breadth of the state
plans. The senior executive raised an issue not mentioned by other Areas: due to the
scope of the issues covered in a whole of government plan, population health only ends up
with a few measures. The comment from the senior executive was:
“…look, one of the problems is that any state-wide plan…any state-wide
plan deals with so much – policing, environment, that you only end up with
a few population and health-type measures and interventions, but that’s
you know, that just the inevitable consequence of a big broad plan”.

Inherent problem with health promotion indicators
While SSWAHS demonstrated considerable alignment with the indicators, similar to
HNEAHS and NSCCAHS, the more senior informants from SSWAHS identified inherent
problems with health promotion indicators. For example, the fourth-tier manager said:
“…they’re stupid. Because you’re not really going to get massive
percentage points difference in change in things like the overweight and
obesity at the local level. These things take a long time. So the timeframe
for reporting on changes isn’t really realistic.”

4.18.3 State Plans’ Development Process
The results presented thus far appear to suggest an organisation that on paper, through its
performance indicator framework and strategic plan, was aligned with, and shared the
vision of, the state policies for the most part. However, the interviews and focus groups
from SSWAHS described an organisation that did not necessarily support the vision and
target areas of the state policies. As noted previously, the literature review described the
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importance of engaging staff in policy development processes in an attempt to increase
this shared vision.

In SSWAHS, only the senior executive had personally participated in a consultation
process associated with the state plans.

This executive made comments suggesting

satisfaction with the process, and both the executive and the focus group referred to their
awareness of community consultation processes. The negativity towards the process
expressed by NSCCAHS was not apparent in SSWAHS.
In summary, it would appear that SSWAHS might share the vision of the State Plan and
State Health Plan on paper, but according to staff the organisation may not. Like other
Areas, informants perceived considerable pressure to focus on the acute sector. While
informants generally agreed with the focus provided by the plans, they identified issues
with missing target areas and inherent problems with health promotion indicators. Only
the most senior staff member participated in the plans’ development process.

4.19

PROCESS

4.19.1 Departmental Implementation Requirements
Unlike HNEAHS, but similar to NSCCAHS, few informants in SSWAHS made reference to
Departmental implementation requirements. In two of the three interviews/focus group the
allocation of resources to particular projects was raised as a mechanism for
implementation. For example, the fourth-tier manager commented:
“…they’re funding some state-wide projects which weren’t funded before,
things like Live Life Well at School as a classic example, where they’ve
given each of the Areas a certain amount of money to roll out a state-wide
project, and that’s fine, and that’s a good thing. But that’s what probably
one of the few things that are really clear, that that’s what they’re doing,
and there is a few more examples of that sort of thing happening….”
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4.19.2 Feasibility
Due to their nature, the annual reports from SSWAHS are limited in the information they
contain regarding processes to implement the State Plan and State Health Plan. One
indicator, however, shown in Appendix 12, was the alignment of strategy to the
target/indicator; this was considered to perhaps provide information regarding the
feasibility of what the Area was aiming to achieve. While the SSWAHS annual reports did
advise what activities were planned regarding an indicator, sometimes the strategies cited
were not relevant to the indicator.
It was also difficult to assess feasibility and performance management from the Area’s
strategic plan. Hence, the majority of information regarding this aspect was provided by
the interview and focus group data.

Possible to follow plans and AHSs already following them
Similar to HNEAHS, SSWAHS informants consistently stated that the Area was already
following the directions prior to the release of the plans.
In SSWAHS, however, like NSCCAHS, informants mentioned the difficulties associated
with changing behaviour through health promotion, and that some required public policy
changes that could only be done at the state level.

Health promotion challenging due to the social change required
Like NSCCAHS, informants from SSWAHS made a number of comments regarding the
challenges of the health system attempting to influence lifestyle behaviours associated
with broader societal issues, and not solely in the control of the health system. The
SSWAHS senior executive commented:
“…maybe population health hasn’t actually got all that much to do with the
health system anyway. Maybe it’s, you know, to keep things well outside
the health system.…”

Similarly, a focus group participant commented:

195

“...I think there is [sic] too many other things that matter about the
environment which aren’t addressed in the Plan, and too many things which
are beyond the role of NSW Health even…I think Health are not really the
agency that can solely meet the target….”

Effectiveness of strategies problematic
Informants from SSWAHS not only identified the societal changes required for health
promotion as in issue for the feasibility of implementing the state policies, but also
questioned the effectiveness of interventions or strategies at a population level (as
opposed to an individual level).

While NSCCAHS informants commented on the

inadequacies of falls prevention strategies, it was the obesity strategies that were
commented on by focus group participants in SSWAHS. A participant in the focus group
said:
“…My problem with the strategies in the obesity part is that they’re too
much focused on the individual lifestyle, the healthy lifestyle message, and
not strong enough on the broader social determinants and environmental
aspects...We can work with childcare, we can work with schools, we can do
all that stuff, we can set up an information and coaching line, but really are
they going to lead to change over time – I just don’t feel there is going to be
a lot of change if that’s going to be the only approach….”

Unlike HNEAHS, where informants suggested that the Area had been able to follow the
framework set by the state policies, in SSWAHS feasibility of implementation did not come
across as straightforward. Not only did SSWAHS consider that behaviour change at a
population level may be beyond the sphere of control of the AHS, informants also
questioned the effectiveness of strategies in place.

Timing of planning processes problematic
A further variable regarding feasibility identified by SSWAHS was the incongruent timing of
the various planning processes.

Comments were raised regarding the timing of the

release of the State Plan, the AHS’s planning cycle and the release of state-specific plans
– for example, relating to obesity prevention. Comments from the focus group included:
196

“…I mean the action part of the obesity part of the State Health Plan only
got released a month ago. Dated 2009-2011, the first time we saw it was
about four to six weeks ago.

Saying what the government is actually

planning to do in the action part of that. So it’s very hard to link that well,
when you’re actually in the dark about what they’re doing. I know it sat on
the Minister’s desk for eons, so it’s that kind of issue about making them
relevant when we don’t actually see them very early”.
“…In our service, our health promotion strategic plan, [does] link to the
State Health Plan, but again, this is a timing issue as well. Because some
time our planning cycle is a bit different from the State Health Plan cycle.
We do link with the State Health Plan but [it] depends on when it is
released”.

4.19.3

Changes Due to the State Plan

Noting that SSWAHS may not share the vision of the state policies, and that even those
responsible for health promotion query the feasibility of implementation, there is still the
question of what, if any, difference the plans made.

Advocacy and support tool
Similar to HNEAHS, SSWAHS informants consistently viewed the state policies as an
advocacy or support tool. A slightly different angle of “support” did emerge from one of the
focus group participants, who commented on the utility of state plans in providing guidance
on where “they fit” within the system, a useful reference for staff:
“...it’s actually really important that we understand exactly where we fit and
we’re not just kind of going about the work because we think it’s a good
thing to do...there’s a place we fit within our bureaucracy...The State Health
Plan and the State Plan, like I said before, it provides a place for us, a
context, so we can actually see where we fit. And the fact that prevention
and health promotion, and particularly the work that I am involved in, which
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is working in the child and family health area, it appears in all the plans as a
priority. So it’s clear for me….”

Relationships
Similar to HNEAHS, SSWAHS informants noted that while there was little change in
relationships, the state policies did provide some level of impetus to strengthen existing
relationships.

4.19.4 AHS Implementation Processes

Strategic planning
Analysis of the SSWAHS strategic plan revealed no evidence of many of the core
components that would be expected of a plan developed using clear program logic. It
does not: i) identify target groups; ii) group program components; iii) contain specific,
measurable and meaningful outcome objectives; or iv) identify the necessary resources to
implement the plan. That said, SSWAHS, like other AHSs, used a template provided by
the NSW Department of Health. The fact this template resulted in a relatively poorly
constructed plan from a program logic perspective is considered in the next chapter when
the results are compared across the four case studies.
The senior executive from SSWAHS did specifically refer to strategic planning processes
being guided by the state-level plans:
“…we’ve done a series of planning processes since the start of the new
Areas, since 2005, so things around clinical services certainly, but also
around things like Aboriginal health, drug health, obesity, and we’ve just not
taken into account, but pretty well been guided by, state-level plans around
those issues….”
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Mapping processes and alignment of indicators
Respondents were questioned about various processes relating to the implementation of
the policy direction in the state plans. While informants from HNEAHS talked of mapping
processes, this was not mentioned in interviews/focus group in either SSWAHS or
NSCCAHS.

Funding tied to indicators
Unlike NSCCAHS, SSWAHS informants did not refer to funding being tied to particular
target areas or indicators. Comments regarding funding allocation towards priority areas
are described in the Resources section of this case study.

Structural change and workforce development
In SSWAHS, there were consistent responses that the Area had not made any structural
change or implemented workforce development in response to the state plans.

Performance management
As in HNEAHS and NSCCAHS, SSWAHS informants mentioned performance
management. The senior executive from SSWAHS referred to the targets being in the
Area’s performance agreement, and a focus group participant referred to the
accountabilities at each level in the organisation.

In summary, few implementation processes were identified through the interviews in
SSWAHS, aside from the performance-management framework and the strategic plan.
There was no evidence of structural change or workforce development.
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4.20

RESOURCES

4.20.1 Allocation and Expenditure

Trends in Net Cost of Services and expenditure
Appendix 12 and Figure 10 present the SSWAHS financial information for the two years
before and after the release of the State Plan and State Health Plan. In the two years prior
to the State Plan and State Health Plan, the audited statements indicated that SSWAHS’s
NCOS was approximately $13m to $27m for population health activities, an increase from
0.84% in 2004/5 of their total NCOS to 1.57% in 2005/6. After the State Plan and State
Health Plan, the population health NCOS increased slightly in 2006/7 to $27.1m, and then
increased slightly again in 2007/8 to $27.4m in 2007/8 (refer to Figure 10 and Appendix
12). In 2006/7 the SSWAHS population health NCOS represented 1.51% of total NCOS
and in 2007/8 1.44%. On a per-capita basis, the NCOS for population health in SSWAHS
increased from $9.86 per person in 2004/5 to $20.59 per person by 2007/8. These percapita figures were considerably higher than HNEAHS and NSCCAHS.
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Figure 10: SSWAHS Population Health NCOS and Proportional Population Health
NCOS (Audited Statements)
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Before the release of the State Plan and State Health Plan, SSWAHS expended a total of
approximately $4.7m in 2004/5 and $2.8m in 2005/6 on the State Plan program areas of
risk alcohol drinking, illicit drug use, tobacco and obesity prevention according to the
unaudited annual returns (UARs) (Appendix 12). After the State Plan, the expenditure on
these program areas decreased to $2.3m in 2006/7 and 2007/8. On a per-capita basis the
change was from $3.56 per person in 2004/5 to $1.69 in 2007/8 (Appendix 12).

The expenditure on State Plan priority areas in SSWAHS as a proportion of the total
expenditure on population health programs from the UARs decreased between 2004/5 and
2007/8. In 2004/5, expenditure on State Plan priority areas was approximately 19% of
SSWAHS population health program expenditure; this decreased to just over 9% by
2007/8 (Appendix 12).
The UARs reported expenditure on the various State Plan sub-programs individually;
these appeared to vary considerably over time. Risk alcohol drinking fluctuated from a
high of $151,505 in 2004/5 to no recorded expenditure in 2007/8. Illicit drug expenditure
also appeared variable, peaking at $25,430 in 2004/2005, and dropping to no recorded
expenditure in 2007/8 (Appendix 12).
Tobacco expenditure prior to the State Plan was $99,766 in 2004/5, and dropped
considerably to $7,831 in 2007/8. Spending in 2004/5 (prior to the State Plan) on General
Health Promotion, the sub-program relevant to obesity prevention, was $4.5m; and in
2007/8 (after the State Plan) it decreased to approximately $2.2m in 2007/8 (Appendix 12).
Of all the State Plan program areas, the vast majority of expenditure was within the
General Health Promotion (obesity) area, ranging from 94.16% to 99.71 % of the State
Plan program areas’ expenditure.

When the additional State Health Plan priority areas (such as falls [injury] and
immunisation) were considered along with the State Plan priority areas, SSWAHS
expended a total of $5,135,092 in 2004/5 and $3,433,746 in 2005/6, according to the
UARs. After the State Health Plan, this expenditure on State Plan and State Health Plan
priority areas decreased to $2,957,151 in 2006/7, and to $2,728,132 in 2007/8 (Appendix
12 and Figure 11).
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(SP) and State Health Plan (SHP) Program Area Expenditure (UARs)

In summary, from these varied financial data sources, there were three distinct but
consistent results: first, from 2005/6 onwards there appeared to be little change in the
proportion of the total AHS NCOS dedicated to population health over the four years
covered by this analysis (noting a slight downward trend, however). Similarly, the second
data source (UARs) suggested a reasonably steady population health expenditure over
time since 2005/6 (although noting a more distinct downward trend). The third finding,
however, is that unlike other Areas which appear to have increased expenditure in State
Plan areas, SSWAHS reduced its spending in these areas, according to the UAR data.

However, the information provided by informants from SSWAHS did not necessarily
support these financial data. The senior executive did support the notion that funds for
population health were steady over time. However, interviewees as well as focus group
participants referred to the fact that additional resources were being provided for State
Plan priority areas; yet the UAR data indicated declining expenditure on State Plan priority
areas, both at the aggregate and individual priority level.
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Investment in priority areas
As mentioned previously, all informants from SSWAHS referred to funding being allocated
towards priority areas or projects. In response to a question about whether there had
been additional funding, a focus group participant referred to funding that had come from
the Commonwealth and head office for large state-wide projects. Similarly, the fourth-tier
manager referred to the significant new money coming from the Commonwealth. (This
was probably a reference to the Council of Australian Governments [COAG] National
Preventive Health Partnership Agreement).

Competing priorities and sufficient resources
In discussing whether SSWAHS was able to invest in health promotion or prevention
sufficiently, the fourth-tier manager and focus group participants suggested that the
resources were not sufficient (similar to both HNEAHS and NSCCAHS). However, one
focus group participant did report that the Area “probably” did invest in health promotion
sufficiently, and referred to “significant investment”. Both the senior executive and focus
group did make reference to the competing priorities for resources within the AHS.

Ring-fencing resources
Respondents were also questioned to determine how the Area ensures that funds
allocated for health promotion or prevention are spent on these activities - that is, “ringfenced”. Unlike HNEAHS, where responses suggested that ring-fencing was the norm,
several comments from SSWAHS suggested this might not occur.

In particular, two

informants independently referred to a recent instance where $600,000 was taken from the
health promotion budget. The fourth-tier manager said:
“…the AHS took $600,000 out of the budget the year before last arbitrarily,
so we can’t really recruit because there is no money to pay people….”

A focus group participant similarly commented:
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“…but last year, our budget got reduced by $600,000 from the internal
allocation, so you know that can make a big difference to what you can
do….”

Under-spends and rollovers required
The issue of any under-spends or the need to roll funds over was not raised by any
informants from SSWAHS.

4.20.2 Staffing
Staff numbers are another aspect to consider in terms of resources. The SWAHS annual
reports provide no information about the workforce relevant to health promotion. The
health promotion/prevention workforce, in either its numbers or efforts to train it, was never
mentioned in the two annual reports prior to the State Plan nor in the two after the State
Plan; this was similar to HNEAHS and NSCCAHS.

SSWAHS informants made few comments regarding staffing.

The senior executive

suggested that staffing levels had been fairly consistent, and the focus group referred to
the recruitment of new staff for particular programs.

4.21

SUMMARY OF CHANGE SINCE THE STATE PLAN IN SSWAHS

The results provided by the analysis of SSWAHS’s annual reports, financial data,
informant interviews and the focus group suggested the state policies made little impact.
Informants did, however, recognise the benefit provided by the plans of providing a focus
and a place for health promotion. The financial data gave few clues as to the relative
priority of health promotion programs and, if anything, suggested a decline in resources
towards priority areas. SSWAHS did not necessarily share the vision of the state plans,
and the ability of the NSW health system to influence broad social determinants of health
was identified as a key issue.
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Informants in the focus groups and interviews were asked directly about change since the
State Plan and State Health Plan. Both the fourth-tier manager and the focus group
thought there certainly had been no substantial change.

However, all informants

considered there to be a greater focus on priority areas, which is similar to NSCCAHS.

4.22

ENHANCEMENT OF HEALTH PROMOTION IN THE FUTURE

Informants were also specifically questioned about whether there was a better way to
implement health promotion in NSW. The commentary from SSWAHS participants was
more free-flowing than other AHSs, which had kept their views far more closely to
centralisation and greater use of NGOs. Greater centralisation was not canvassed in
SSWAHS.

4.22.1 Non-Government Organisations
SSWAHS informants were less negative than the other Areas about the potential for
further outsourcing of health promotion to non-government organisations (NGOs). One
focus group participant referred to a recent project with an NGO that provided benefits due
to the lack of bureaucracy in getting things happening. Also, the NGO had links to a
culturally and linguistically diverse (CALD) community that the AHS may have had trouble
reaching otherwise. Further, the fourth-tier manager considered NGOs as an alternative
due to the limits on the growth of health promotion within AHSs.

4.22.2 A Separate Government Organisation
Like the third-tier manager from NSCCAHS, the senior executive from SSWAHS
commented on a separate government agency. While the manager from NSCCAHS had
considered it a good thing, the senior executive from SSWAHS considered there to be
arguments for and against. Comments from the SSWAHS senior executive included:
“…Ah, look, that’s a discussion whether you need to have a separate
agency…You know, a small component of a big system that is mostly about
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providing acute services is always going to miss out when push comes to
shove….”

The senior executive suggested the negatives of a separate agency would be that
prevention would not get the “small crumbs” falling from the acute care table, and that a lot
of people involved in one-on-one patient care needed to do health promotion.

The

benefits of a separate agency would be that you can just focus on health promotion and
public health, and to have more control over the agency’s direction and activities.

4.22.3 Resourcing/Supporting the Existing Model
Rather than enter into discussions about alternative models for the delivery of health
promotion, SSWAHS informants made several comments about the need to resource and
support the existing model and to take away the existing barriers to increasing the growth
of health promotion. It was suggested that it was unknown whether the current model
worked, because it was perceived to be under-funded and not supported. The fourth-tier
manager commented:
“…Could we do it differently? If we had more resources and the capacity to
take on a bigger growth, then we would. But you know, it would need to
overcome some of the internal barriers to growth that we currently have…It
would need to be driven by the state Health Department in a way that the
AHS chief executives understood that this was important and being funded,
and therefore justified the cost of renting an office space or cars…So if that
were to happen, then we could grow.…”

A participant in the focus group said:
“It’s hard to say whether the model actually works cause it’s not really
resourced to work well at the highest level…But just throwing money at us
isn’t going to be the answer either. Because we need the infrastructure to
support the workforce…It’s not as simplistic as saying more project money,
because you actually need to make sure you can spend it.…”
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4.23 SUMMARY OF SSWAHS

A number of weaknesses were identified in the policy domain of the conceptual framework
that would suggest difficulties for SSWAHS in being able to implement the state plans.
SSWAHS did not necessarily share the vision of the State Plan, and considered that some
focus areas were missing. Further, members of staff were skeptical about the ability of
SSWAHS to pull the necessary levers for behaviour change, and questioned the
population reach and effectiveness of strategies in place. While the Area aligned itself
with the indicators of the plans, this was not surprising, as there was a sense that there
was no great change after the plans.
Similar to other AHSs, SSWAHS informants perceived considerable pressure to focus on
the acute aspects of service delivery. Further, prevention or health promotion from a
financial perspective was an extremely small part of its business. While the available data
was mixed, it pointed to declining expenditure on State Plan priority areas and certainly no
increases in population health funds generally.
While it was difficult to determine all the activities SSWAHS might have done to implement
the plans, a performance-monitoring framework was in place.

SSWAHS produced a

strategic plan; however, it contained few elements one would expect to see in a plan which
follows a program logic model.
Finally, the major conclusion was that there had been little change since the release of the
state plans aside from perhaps a greater focus on priority areas.

These plans also

provided some level of support for advocacy efforts, but little aside from that. The state
plans do not appear to have achieved what they set out to do: increase the focus on
prevention and early intervention in SSWAHS. SSWAHS staff considered that a separate
government agency might be a consideration in improving the implementation of health
promotion across NSW; however, the current model had not been given the adequate
resources or organisational support to demonstrate its effectiveness.
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CASE STUDY 4: GREATER WESTERN AHS

4.24

INTRODUCTION

This case study of Greater Western AHS (GWAHS) focuses on differences from the
previously described case studies: Hunter New England AHS (HNEAHS), Northern
Sydney Central Coast AHS (NSCCAHS), and Sydney South West AHS (SSWAHS).

4.25

THE POLICY

4.25.1 Shared Vision
Alignment with the State Plan and State Health Plan
Appendix 12 contains the results from the template analysis of the GWAHS annual report
from 2006/7. This is the first annual report after the State Plan. The annual report did not
make specific mention of the State Plan. It did, however, refer to the State Health Plan.
While the annual report suggests GWAHS’s was planning within Government priorities, the
chief executive’s message made no mention of health promotion/prevention-related
issues. However, it is noted later in this section that the health promotion/prevention
indicators were aligned with the state plans.
In the following year, 2007/8, GWAHS again did not refer to the State Plan, and while not
specifically mentioning the State Health Plan, the vision, goals and strategic directions did
reflect the State Health Plan (Appendix 12).
In May 2007, GWAHS released A New Direction for Greater Western, Health Service
Strategic Plan Towards 2010. This followed the same template as other AHS strategic
plans, and was the inaugural strategic plan for the AHS.
The chief executive’s message in the strategic plan advised that the vision for their
communities and the services they deliver had been underpinned by the directions of the
State Plan, and included the priority areas of the plan (that is, rights, respect and
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responsibility, delivering better services, fairness and opportunity, growing prosperity
across NSW, and environment for living). The message also stated that the plan was
based on the NSW Health vision.

Like all the strategic plans, the GWHAS plan referred to the State Health Plan vision, goals
and seven strategic directions. The section about where GWAHS wanted to be in 2010
was the same as the State Health Plan, and did not include any unique commentary from
the Area. The next section listed the State Health Plan pressures and challenges, and
included several that Greater Western faced in particular:
•

The worse health status of people living in rural/remote areas.

•

Population changes, with a migration of people from smaller communities to larger
regional centres and out-migration of young people to capital cities. Also the
population is ageing and chronic disease is increasing.

•

Changes in lifestyle behaviours, with the high prevalence of smoking in the
Aboriginal population, also overweight and obesity is increasing.

•

Technological advances needing to be balanced against the strengthened
investment in primary medical care for rural and remote communities.

•

Workforce supply and sustainability, and the tensions between these and
increasing community expectations.

•

Increasing cost pressures, with demand for services continuing to increase and be
compounded by an ageing population with chronic disease and complex care
needs.

Challenge of delivering services from 108 facilities, many within

geographically isolated communities.
The key difference between AHS strategic plans was in the sections describing the
strategic directions. As with other areas, GWAHS’s strategic plan included a section on
each one of the seven strategic directions; the key differences between the AHSs were in
the objectives that they set, the programs they planned to deliver and how they planned to
measure results.

In GWAHS’s plan, Strategic Direction One, “Make prevention everybody’s business”
referred to the following State Plan priorities: improved survival rates and quality of life for
people with potentially fatal or chronic illness through improvements in health care;
improved health through reduced obesity, smoking, illicit drug use and risk drinking;
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improved health and education for Aboriginal people; embedding prevention and early
intervention into Government services; reduced re-offending; reduced levels of anti-social
behavior; and more people using parks, sporting and recreational facilities and
participating in the arts and cultural activity. The associated targets are identical to the
NSW State Plan targets.

It is noted that the priority related to Aboriginal health and

education was not included by SSWAHS or HNEAHS in the section of their strategic plans
related to Strategic Direction One.
Like HNEAHS and SSWAHS, the annual reports and strategic plan of GWAHS suggested
the Area’s concordance with the vision and directions of the State Plan and State Health
Plan.

Importance of health promotion
In the GWAHS annual reports, health promotion issues are not mentioned by the chief
executive at all in any of the years under analysis. As in other Areas, the chief executive’s
focus was on high-level system issues, and hence any lack of commentary from the chief
executive regarding health promotion/prevention may not have been a reflection of its lack
of importance. However, in every other AHS, health promotion issues were mentioned at
least once or twice over the four years in their annual reports.

Unlike HNEAHS, where there was generally a consistent response of health promotion
being considered important, the views of informants across GWAHS were more varied. In
GWAHS, there was a distinct separation of what was considered important to the
informant as an individual, as opposed to the organisation’s actions that would
demonstrate importance.
Comments from GWAHS’s senior executives were quite damning of the Area:
“…I think public health, health promotion is fundamentally important.

It

should be one of the cornerstone reasons that the Health Service exists, and
it should invest in such a way that it delivers on that sort of priority. But if one
looks at the quantum of health promotion, population health work we do, and
the financial resources we dedicate to it, the intention is not matched by the
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practicality. So, on the one hand it’s very easy to use words to say one
supports and values health promotion, but on the other, this AHS does not
reflect that practically in terms of investment.”

The other senior executive gave more mixed responses in regards to the importance of
health promotion and prevention. At the beginning of the interview, this executive stated:
“…we see it as extremely important, in terms of our service delivery models,
how we’re actually going to improve the outcomes here for people in rural
areas...in terms of health promotion and prevention, I don’t think we can keep
going without putting more emphasis on it.”

Later on the interview, however, this senior executive commented regarding the
vulnerability of health promotion:
“…there is always this assumption, for some reason, sometimes, by some
reviews, executive reviews, that we’ve got too many people in health
promotion, population health, and it’s always the one that gets attacked – not
attacked, under scrutiny first. Which I find difficult to understand, but it’s an
easy attack.”

From the comments in the interviews, staff of GWAHS, like SSWAHS and NSCCAHS,
described an organisation that did not necessarily share the vision of the State Plan
regarding the importance of health promotion and prevention.

Sharing the vision from a financial perspective
As with other AHSs, the financial information available from GWAHS was ambiguous in
what it represented regarding a shared vision.

Appendix 12 provides the details of

GWAHS’s Net Cost of Services (NCOS) and expenditure on individual State Plan program
areas over time. The NCOS for Population Health in GWAHS increased over the four-year
period; however, the NCOS as a proportion of the Area’s total NCOS fluctuated, with a
slight drop in 2005/6 breaking the upward trend. All the other Areas had experienced a
peak in the proportional population health NCOS in 2005/6 and a low in 2004/5. In 2007/8,
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GWAHS’s population health NCOS represented 2.35% of its total NCOS. The per-capita
spend in GWAHS was far greater than any other AHS, with a high of $50.81 in 2007/8.
This was more than double the next highest AHS, SSWAHS, at $20.59. The NCOS data
in GWAHS were more favourable than other AHSs in representing an AHS that shared the
vision of the state policies; yet the comments from the senior executives did not appear to
match this.

The UAR data from GWAHS, however, like SSWAHS, indicated an overall trend of
decreased expenditure on population health over time, with fluctuating expenditure on
state-level priority areas over time.

Total population health UAR decreased from

$12,675,295 in 2004/5 to $9,168,513 in 2007/8. This considerable decline was not as
evident in the comments made in the interviews, which will be discussed in the Resources
section.
While the two financial data sources are distinct, the NCOS data appears to suggest a
reasonably steady, but increasing, proportion of GWAHS’s budget directed towards
population health. However, the UAR data suggests slightly decreasing expenditure over
time towards population health generally and fluctuating expenditure on State Plan and
State Health Plan focus areas. Further commentary on the financial data is provided in the
Resources section of this case study.

Clinical engagement with prevention
As in HNEAHS, the issue of clinical engagement with prevention was raised by a GWAHS
informant. Similar to the HNEAHS focus group, the fourth-tier manager in GWAHS did not
think clinicians were particularly engaged with health promotion and prevention.

Requirement for flexibility
Unlike other Areas, there were no particular comments made by GWAHS informants
regarding a desire for greater flexibility in extending beyond the focus areas. Rather,
comments will be described later in this case study that GWAHS’s informants desired
greater flexibility in implementation of particular programs.
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Pressure to focus on the acute sector
Every AHS raised the issue of the pressure to focus on the acute care aspects of the
system. In GWAHS, however, one of the senior executive’s comments framed this in a
very different way, suggesting that this was essentially a lame or tired excuse, and AHSs
needed to get on with it. In response to a prompt from the research assistant saying that
in the discussions with other participants, many had raised the issue of the immediate
pressures on the acute care system, the senior executive said:
“…There’s a few things that make you feel aged or old…and another is
seeing public policies or social policy written today that in fact are almost the
same as policies 20 years ago, and another is hearing the same bloody lame
excuses for what we do today compared to 20 years ago…

“…I think it’s a really lame excuse…if as bureaucrats, we have to say that we
haven’t changed our position in 20 years in terms of the balance of
investments in health promotion and population health because of the
pressure of the acute care system, you know, I think we deserve a kick up the
arse.”

Lack of understanding of the role of health promotion
A new issue that arose in the GWAHS case study, which had not been raised in others,
was the notion that the Area did not understand what health promotion was. This was
particularly commented on by the fourth-tier manager, who referred to confusion between
health promotion and secondary prevention activities such as screening. The relationship
between an Area understanding what health promotion is and having a shared vision will
be commented on further in the Discussion chapter.

4.25.2 Targets, Measures and Indicators
In the analysis of GWAHS interviews, further variables related to problems with indicators
were identified beyond those previously identified in other AHS case studies. These are
described at the end of this section.
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Agreement with the targets and measures
In GWAHS there was general agreement with the specific health promotion components,
or target areas, of the State Plan and State Health Plan (Appendix 11). This was similar to
the other AHSs.

Alignment of performance indicators
Like all other AHSs, analysis of the performance indicators that GWAHS included in its
performance-monitoring framework (as reported in its annual reports), did suggest an
organisation sharing the state-level vision, as evidenced by the considerable proportion of
indicators dedicated to the health promotion/prevention aspect of the health system
(consistently about one-half to one-third), and reporting of the specific indicators outlined in
the State Plan and State Health Plan. (As with the other AHSs, GWAHS did not include
an illicit drug use indicator).
GWAHS’s dedication of a substantial proportion of its performance indicators to health
promotion/prevention is not unlike the other Areas. In 2004/5, over half the indicators were
classified as health promotion/prevention (54%), and a reduced proportion (37%) the
following year; this was still prior to the State Plan (Appendix 12). Before the release of
the State Plan and State Health Plan, in the 2005/6 financial year, 77% of GWAHS’s
health promotion/prevention indicators were already consistent with the future State Plan
and State Health Plan indicators (Appendix 12).

This would appear to suggest

considerable alignment between what was measured prior to the State Plan and after, as
in other Areas.
After the State Plan, the number of indicators dedicated to health promotion/prevention
remained steady at around 39%, and 100% of GWAHS’s health promotion/prevention
indicators aligned with the State Plan.

In summary, GWAHS has consistently dedicated about one-third of its performance
indicators to health promotion/prevention, and after the State Plan all of the health
promotion indicators were aligned with the State Plan and State Health Plan.
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The performance indicators included in the annual reports were focused on measurement
against an indicator. GWAHS did not always identify the target or even the current rate,
on occasion just providing trend data. This made it difficult to assess how GWAHS was
performing.

Target areas providing focus
Similar to the NSSCAHS and SSWAHS interviews, the issue of the target areas providing
focus was also identified by GWAHS participants.

Disagreement with a target area
Similar to HNEAHS and SSWAHS, there was no disagreement with any of the target areas
raised by GWAHS. This is unlike NSSCAHS, where informants disagreed with the State
Health Plan priority of falls prevention.

Identification of a missing target area
No missing target areas were raised by GWAHS informants. This was unlike SSWAHS
and NSCCAHS, where issues such as mental health and injury prevention were
considered to be missing.

Insufficient recognition of Area differences
The focus on metropolitan issues in the state policies and the lack of recognition of intraAHS differences were both issues raised by a GWAHS senior executive:
“…The State Department of Health policies and frameworks sometimes, I
don’t feel and this is the impression I’ve got, are always, they’ve got this
metro point of view and I just don’t see a lot of reflecting or aware [sic] of, the
practicalities in rural areas, a lot of them are just pie in the sky. And not just
rural areas, you know the outer metro areas where we can’t attract staff. We
don’t have the beauty of allied health everywhere….”
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Inherent problem with health promotion indicators
While GWAHS demonstrated considerable alignment with the indicators, similar to
HNEAHS, NSCCAHS and SSWAHS, the informants from GWAHS identified inherent
problems with health promotion indicators. Issues such as the length of time required to
see change was mentioned, in addition to the associated difficulty in proving gains,
perceived small samples sizes and reduced accuracy of survey data.

Lack of indicators and data
The fourth-tier manager in GWAHS raised some further issues with the indicators that had
not been raised previously. The first was that, until recently, childhood overweight/obesity
had not been included as a performance indicator. Childhood overweight and obesity,
however was indeed a performance indicator in both the State Plan and State Health Plan.
The manager also commented about the lack of data for this indicator. This issue of data
collection and availability within the performance-monitoring framework will be touched
upon in the Discussion chapter.

4.25.3

State Plans’ Development Process

In GWAHS, none of the informants had personally participated in a consultation process
associated with the state plans. However, both senior executives from GWAHS did make
comments suggesting that they had only relatively recently joined the AHS, coming from
other AHSs.

The negativity towards the process expressed by NSCCAHS was not

apparent in GWAHS.

In summary, it would appear that GWAHS might share the vision of the State Plan and
State Health Plan on paper, but not necessarily according to the staff of the organisation.
The issues identified were the lack of resources the Area had directed towards health
promotion, that the plans did not appreciate the difficulties faced by rural areas, and that
the AHS did not understand health promotion.

Uniquely, however, a GWAHS senior

executive labelled the citing of pressure to focus on acute care as a “lame excuse”.
While the focus provided by the plans was generally agreed with, issues with missing
indicators and data and inherent problems with health promotion indicators were identified.
No staff referred to participating in the development processes for the plans.
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4.26

PROCESS

From the previous section, it is apparent that in regards to the policy domain, it is
questionable whether GWAHS as an organisation agreed with the vision and targets in the
state policies; this section considers how they went about implementing them.

4.26.1 Departmental Implementation Requirements
Unlike HNEAHS, but similar to NSCCAHS and SSWAHS, few informants in GWAHS
made reference to Departmental implementation requirements.

In the interviews with

GWAHS senior executives, the allocation of resources to target areas was raised as a
mechanism for implementation.

Department’s own direction
One GWAHS informant referred to the fact the Department may not always follow its own
direction; this issue was also raised by informants from HNEAHS and SSWAHS. The
senior executive from GWAHS noted that the performance pressure exerted upon acute
care access was greater than for health promotion and population health.

4.26.2 Feasibility
As with all Areas, the annual reports from GWAHS were limited in the information they
contained regarding implementation processes.

One indicator, however, illustrated in

Appendix 9, was the alignment of strategy to the target/indicator; this might provide
information regarding the feasibility of what the Area was aiming to achieve. While the
GWAHS annual reports did on occasion refer to future initiatives, sometimes the strategies
cited were not relevant to the indicator. This was not unlike other AHSs.
It was also difficult to assess feasibility and performance management from the Area’s
strategic plan.

Hence, the majority of information regarding this aspect was provided by

the interview data.
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Possible to follows plans and AHSs already following them
Similar to HNEAHS, a response from one GWAHS senior executive suggested the Area
had already been following the directions prior to the release of the plans.

This is

congruent with the considerable alignment of indicators prior to the state policies’ release
and after.

Health promotion challenging due to the social change required
In GWAHS, like NSCCAHS and SSWAHS, there was commentary from informants
regarding the difficulties associated with changing behaviour through health promotion. In
GWAHS, a senior executive specifically referred to risky drinking, and queried how much
responsibility the health system has for that.

Effectiveness of strategies problematic
Informants from GWAHS not only identified the societal changes of health promotion as an
issue for the implementation feasibility of the state policies, but also questioned the
effectiveness of some current interventions or strategies. While NSCCAHS informants
commented on the inadequacies of falls prevention strategies, and the SSWAHS
informants on obesity strategies, GWAHS informants showed concern about the smoking
strategies. A senior executive commented:
“…I don’t know about smoking either, some models are making an impact,
others…whether we are wasting our time with some of the models that we are
using….”

Unlike HNEAHS but similar to SSWAHS and NSCCAHS, GWAHS informants did not
consider feasibility of implementation to be straightforward. Not only did GWAHS consider
that behaviour change at a population level may be beyond the Area’s sphere of control,
informants also questioned the effectiveness of strategies in place.
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Timing of planning processes problematic
GWAHS informants, like SSWAHS raised the issue of the timing of planning processes. In
particular, one GWAHS executive referred to holding up the release of an AHS plan while
waiting for the State Plan release:
“…It seemed a little bit backwards in terms of that. We produced ours, then
we had to hold up until the State Plan was released, and then the State
Health Plan was released, and then we came out with ours. Because you’ll
notice in this, in the State Plan there was a blank thing for the photo of what
the State Health Plan would look like. So the timing was all over the shop….”

Further, the GWAHS fourth-tier manager suggested it was unclear where NSW Health was
going in regards to the funding and rollout of specific interventions or programs:
“…Work is going on, but it would be nice to have them, to have a more
strategic approach, and we have a clearer vision of where NSW Health was
going so that we can actually have a vision for five years down the track. So
that we can align to that. At the moment it is very ad hoc as to what comes
down, even though it might be childhood obesity or it might be a falls
prevention thing, it seems to be, I don’t know, the whim of somebody.…”

Ad-hoc funding approaches problematic
A new issue, not raised by other Areas, was that GWAHS informants considered some of
the ad-hoc approaches to funding problematic. A GWAHS senior executive commented:
“But sometimes the funding that is made available through NSW Health to
support these initiatives jumps around all over the place. Now I understand
the budget process in NSW Health, I understand that it’s often not possible
for them either to be as consistent as they’d like to be in the funds they
provide for the effort. They are influenced by national expectations, they are
influenced by political expectations, I understand that…I actually think we’d
do a lot better in terms of a 10- or 20-year outcome if we could be a little
more consistent.”
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The fourth-tier manager also commented on the funding for particular initiatives being
released late in the financial year, which made it difficult for the Area to spend the funds in
the required timeframe.

4.26.3 Changes Due to the State Plan
Noting that in GWAHS, the vision of the state policies may not have been shared by the
AHS, and that some staff raised issues that could inhibit implementation, there is still the
question of what, if any, difference the plans made.

Advocacy and support tool
Similar to HNEAHS and SSWAHS, informants from GWAHS did report the state policies
being an advocacy or support tool. The fourth-tier manager suggested that they had
assisted in engaging other sections of the organisation, and getting them to “agree that
they have carriage of it”. A senior executive from GWAHS even went so far as to say:
“I think it’s changing the attitude at that executive level towards health
promotion and prevention. And it is redirecting the debate, because it’s
there in black and white now.”

Relationships
There was little change reported by any of GWAHS’s informants regarding whether the
state policies influenced local relationships.

4.26.4 AHS Implementation Processes
Strategic planning
The GWAHS strategic plan does not contain many of the core components that would be
expected of a plan developed using clear program logic. That is, it does not: i) identify
target groups; ii) group program components; iii) contain specific, measurable and
meaningful outcome objectives; or iv) identify the necessary resources to implement the
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plan. This was very similar to the strategic plans of HNEAHS and SSWAHS, noting that all
used a template provided by the NSW Department of Health.

Mapping processes and alignment of indicators
Respondents were asked questions regarding various processes that relate to the
implementation of the policy direction in the state plans. While informants from HNEAHS
talked of mapping processes, like NSCCAHS and SSWAHS, this was not raised by
GWAHS informants.

Funding tied to indicators
Unlike NSCCAHS, no GWAHS informants referred to funding being tied to particular target
areas or indicators. However, comments regarding funding allocation towards priority
areas are described in the Resources section of this case study.

Structural change and workforce development
In GWAHS, like SSWAHS, an informant reported that the Area had not made any
structural change or implemented workforce development in response to the state plans.
Specifically, a senior executive from GWAHS said their workforce development and
training had been “negligible”.

Informants from GWAHS did, however, talk at length about training provided to those
outside of the organisation. Examples were given of training exercise leaders. This was
described as a capacity-building approach because the AHS did not have sufficient
capacity to deliver all the required programs; hence, they increased the skills of those
outside the organisation (sometimes volunteers) to deliver programs.

Performance management
Similar to all other AHSs, some GWAHS informants talked about performance
management. A senior executive from GWAHS, responding to the research assistant
asking, “And in terms of…the AHS reviewing its performance against the targets, I assume
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there is a reporting framework, and it’s regularly monitored and so forth?”, said “Yes, there
is. Closely.”

Rationalisation / local program displacement
GWAHS was the only Area to provide specific commentary regarding the rationalisation of
programs, and in some cases displacement of local programs.

A senior executive

commented that while they were not personally aware of local-program displacement,
some of their staff had claimed there was. It is not clear from the comments made by the
GWAHS informants whether the rationalisation of programs was due to the state plans.
The fourth-tier manager made comments that this was related to capacity constraints:
“…There were a few things that they were doing and I just sort of said to them
[health promotion team] you haven’t got the capacity to continue to do that…So
there was some rationalisation of their workload.”

In summary, through the interviews, relatively few implementation processes were
identified in GWAHS aside from the performance-management framework, the strategic
plan and perhaps some program rationalisation. Similar to other AHSs, there was no
evidence of structural change or workforce development.

4.27

RESOURCES

4.27.1 Allocation and Expenditure

Trends in Net Cost of Services and expenditure
Appendix 12 and Figure 12 present the GWAHS financial information for the two years
before and after the release of the State Plan and State Health Plan. In the two years prior
to the State Plan and State Health Plan, the audited statements indicated that GWAHS’s
NCOS was approximately $10.8m to $11.7m for population health activities; there was a
slight decrease, however, from 2.15% in 2004/5 of their total NCOS to 2.14% in 2005/6.
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After the State Plan and State Health Plan, the population health NCOS increased in
2006/7 to $12.9m, and increased again in 2007/8 to $15.2m in 2007/8 (Appendix 12). In
2006/7 the population health NCOS represented 2.21% of total NCOS, and in 2007/8
2.35%. On a per-capita basis, the NCOS for population health in GWAHS increased from
$36.03 per person in 2004/5, to $50.61 per person by 2007/8. These per-capita figures
are considerably higher than all other Areas.
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Figure 12: GWAHS Population Health NCOS and Proportional Population Health
NCOS (Audited Statements)

Before the release of the State Plan and State Health Plan, GWAHS expended a total of
approximately $2.8m in 2004/5 and 2005/6 on the State Plan program areas of risk alcohol
drinking, illicit drug use, tobacco and obesity prevention according to the unaudited annual
returns (UARs) (Appendix 12). After the State Plan, the expenditure on these program
areas decreased to $2.3m in 2006/7 and rose again to $2.9m in 2007/8. On a per-capita
basis the change was from $9.26 per person in 2004/5 to $9.74 in 2007/8 (Appendix 12).
The expenditure on State Plan priority areas in GWAHS as a proportion of the total
expenditure on population health programs from the UARs increased overall between
2004/5 and 2007/8 (noting a significant drop in 2006/7). In 2004/5, expenditure on State
Plan priority areas was approximately 22% of GWAHS population health program
expenditure, and increased to around 32% by 2007/8 (Appendix 12).
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Similar to those from other Areas, the UARs reported expenditure on the various State
Plan sub-programs individually; this appeared to vary considerably over time. Risk alcohol
drinking fluctuated from a high of $91,654 in 2006/7 to no recorded expenditure in 2007/8.
Illicit drug expenditure also appeared variable, peaking at $174,112 in 2004/2005 and
dropping to no recorded expenditure in 2007/8 (Appendix 12).

Tobacco expenditure prior to the State Plan was $78,096 in 2004/5, rising to $144,211 in
2006/7 and dropping again to $92,963 in 2007/8.

Funding for the General Health

Promotion sub-program (relevant to obesity prevention) prior to the State Plan in 2004/5
was $2.4m; after the State Plan it decreased in the first year to $1.9m and rose again to
$2.8m in 2007/8 (Appendix 12). It is evident that of all the State Plan Program areas, the
vast majority of expenditure was within the General Health Promotion (obesity) area,
ranging from 86.20% to 96.82% of the State Plan program areas’ expenditure.
When the additional State Health Plan priority areas (such as falls [injury] and
immunisation) were considered along with the State Plan priority areas, GWAHS
expended a total of $3,208,586 in 2004/5 and $3,191,091 in 2005/6, according to the
UARs. After the State Health Plan, this expenditure on State Plan and State Health Plan
priority areas decreased in 2006/7 to $3,006,998, and rose again to $3,377,306 in 2007/8
as indicated by the UARs (Appendix 12 and Figure 13).
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Figure 13: GWAHS Population Health Expenditure and Proportional State Plan (SP)
and State Health Plan (SHP) Program Area Expenditure (UARs)
In summary, these different financial data sources gave distinct results. The NCOS data
suggested that the population health NCOS increased over time both in dollar terms and
as a proportion of the Area’s total NCOS. However, the UAR data indicated a decrease in
the total population health UAR. The UAR data did, however, indicate more expenditure
(albeit a relatively small increase) on State Plan programs areas (within a declining total
expenditure on population health).
However, the information provided by informants from GWAHS did not necessarily support
these financial data. Comments from informants from GWHAS supported the notion that
funds for population health were steady over time.

Investment in priority areas
As in other Areas, an informant from GWAHS made reference to funding being allocated
towards priority areas or projects.

This comment did support the UAR data which

indicated increasing expenditure in State Plan and State Health Plan Program areas,
although the increases were relatively small.
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Competing priorities and sufficient resources
In relation to whether GWAHS was able to invest in health promotion or prevention
sufficiently, all informants suggested it was not. Specifically, one of the GWAHS’s senior
executives described their investment in health promotion and prevention as “woeful”,
going on to say:
“If you look at the quantum of investment in health promotion and population
health more generally in this AHS it is woeful. I am not complacent about it,
nor am I defeated by it, but it’s a reality that over the past number of x years,
there has been an enormous lack of investment in general funds, compared
to investment from grants or one-off what have you, it’s embarrassing.”

The fourth-tier manager similarly identified that the Area did not put a “great deal of
money” in the general health promotion funds:
“So that then limits our capacity, as in manpower, to be able to actually
undertake a lot of the programs, because there is so few of us. I just think
the limitation of manpower actually limits us to be able to take up
opportunities. And because we’re the ones with the worse health, then it
becomes a real issue, a catch-22 issue.”

Ring-fencing resources
It could not be determined from the interviews whether GWAHS was able to protect its
health promotion resources.

Under-spends and rollovers required
No GWAHS informants raised the issue of under-spends or the need to roll funds over.

4.27.2 Staffing
Staff numbers are another aspect to consider in terms of resources. The annual reports of
GWAHS provided no information about the workforce relevant to health promotion. The
health promotion/prevention workforce, in either its numbers or efforts to train it, was
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mentioned neither in the two annual reports before the State Plan nor the two after; this
was similar to all other Areas.

GWAHS informants made few comments regarding staffing.

However, the fourth-tier

manager advised that there had been a cap on full-time equivalent staff, and hence they
were unable to fill vacancies.

4.28

SUMMARY OF CHANGE SINCE THE STATE PLAN IN GWAHS

In summary, the analysis of GWAHS’s annual reports, financial data and informant
interviews indicated that the state policies have made little impact.

Informants did

recognise, however, that the plans had the benefit of providing a focus and some
advocacy for health promotion. The financial data provided few clues, and, if anything,
may suggest a decline in resources towards population health, in conjunction with a small
increase for priority areas. Beyond the financial data, the informants certainly suggested
that resources were insufficient, even “woeful”, with the capacity constraints certainly
inhibiting their ability to implement programs.

Interviewees were asked directly about change since the State Plan and State Health
Plan. Beyond the previously mentioned advocacy support the Policies could provide, both
the senior executives and fourth-tier manager considered that the plans provided focus for
the Area.

4.29

ENHANCEMENT OF HEALTH PROMOTION IN THE FUTURE

While informants were specifically questioned about whether there was a better way to
implement health promotion in NSW, interviews with GWAHS informants also brought out
many suggestions for improvements throughout their answers to other questions.
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4.29.1 Centralisation
In discussing greater centralisation of health promotion, informants from GWAHS referred
to the need for greater flexibility in program implementation. Specifically, the fourth-tier
manager reported that there was a very centralised model now. A concern was raised
about this “killing innovation at the local level”, with the manager going on to say:
“…there tends to be in some ways dictatorial [sic] about the directions and
the programs and where they’re going. And if they don’t meet our needs
there is not a lot of flexibility to change it. There’s a bit of local negotiations
that we can do about it, but our lack of capacity then comes into play about
being able to do things.”

Interestingly, however, a senior executive from GWAHS suggested greater consistency
was needed for sustained effort. This is similar to an informant from HNEAHS.

4.29.2 Non-Government Organisations
Unlike respondents from HNEAHS and NSCCAHS, GWAHS respondents were positive
about the potential for further outsourcing of health promotion to non-government
organisations (NGOs).

Informants from GWAHS suggested that NGOs were able to

overcome some of the Area’s capacity constraints, and were also linked in to communities
that the Area could otherwise find hard to reach.

4.29.3 A Separate Government Organisation
No informants from GWAHS referred to the need for a separate government agency.

4.29.4 Resourcing/Supporting the Existing Model
GWAHS informants provided a considerable amount of commentary on what was needed
to improve the current situation. The fourth-tier manager referred to a need for clearer
communication from the Department regarding priorities and program rollout. A senior
executive also suggested that there needed to be better communication about the “wins”
that population health had achieved over the years. Both the fourth-tier manager and a
senior executive also referred to the obvious need for more resources and staff to boost
capacity.
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However, the senior executives also made comments suggesting the current model could
be improved through increased pressure to perform in population health, saying:
“I would welcome an increased rigour, and an increased sense of expectation
around that. And I think that would contribute to changing our investment and
changing the way in which we allocate resources in our Areas.”

As mentioned in an earlier section, the need to make the funding less ad-hoc was also put
forward as a suggestion by a GWAHS’s senior executive. To assist in the Department and
AHS staff sharing a greater understanding, one of GWAHS’s senior executives suggested
that Departmental staff should rotate and work in the AHSs, with AHS staff similarly
working in the Department. A senior executive also suggested there was considerable
scope for greater cross-government work.

4.30

SUMMARY OF GWAHS

GWAHS informants identified a number of weaknesses in the policy domain of the
conceptual framework, hindering their ability to implement the state plans. GWAHS did
not necessarily share the vision of the State Plan. While it concurred with the priority
areas, it appeared that GWAHS did not invest in, nor did it necessarily understand, health
promotion and prevention. Further, some members of staff were not sure about the Area’s
ability to address some of the priority areas, and questioned the effectiveness of some of
the strategies in place. While the AHS aligned itself with the indicators of the plans, this
was not surprising as there seemed to have been no great change after the plans.
Similar to other AHSs, GWAHS informants perceived that there was still considerable
pressure to focus on the acute care aspects of its service delivery. However, at the most
senior level, this was described as just an excuse. Further, prevention or health promotion
from a financial perspective was an extremely small part of the Area’s business. While the
available data was mixed, it could point to a declining expenditure on population health
generally.
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While it is difficult to determine all the activities GWAHS might have undertaken to
implement the plans, a performance-monitoring framework was in place. Like other Areas,
GWAHS produced a strategic plan; however, it contained few elements one would expect
to see in a plan developed using a program logic model.
A major conclusion is that there has been little change since the release of the state plans,
aside, perhaps, from a greater focus on priority areas. These plans also provided some
level of support for advocacy efforts, but little aside from that. The state plans do not
appear to have achieved what they set out to do: increase the focus on prevention and
early intervention in GWAHS. GWAHS staff, however, have identified several ways in
which the current model could be improved through enhanced capacity and resources,
better communication, consistent funding, greater understanding of the needs of rural
areas, and by increased pressure on the AHS to perform in health promotion and
population health.
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CHAPTER FIVE:

5.0

DISCUSSION

CHAPTER INTRODUCTION

This final chapter begins with a restatement of the aims of the study and the research
questions. These research questions are then answered in a summary of the findings of
the four Area Health Service (AHS) case studies. Key research questions relating to
barriers and enablers for implementation are then explored in greater depth through a
discussion of key emergent themes from the research.

Throughout this chapter, the

findings are linked to the literature presented in Chapter Two.

Commentary is also

included on the utility of the theoretical model used in the conceptual framework, as well
as the challenges in undertaking workplace research.
After noting the strengths and weakness of the research, the chapter then discusses the
implications, and finally makes recommendations for the implementation of future policies
in similar settings.

5.1

RESTATEMENT OF RESEARCH QUESTIONS & AIMS

The aims of this study were to:

i)

Appraise and critically review the implementation of the health promotion
components of the State Plan and State Health Plan in NSW AHSs;

ii)

Identify what has facilitated implementation within NSW AHSs;

iii)

Identify what has hindered facilitation within NSW AHSs;

iv)

Appraise and critically review differences and similarities between NSW AHSs
with regard to these facilitating and hindering factors; and

v)

Provide recommendations to enhance current implementation efforts and the
development and implementation of similar policies.
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To meet these aims, the study sought to answer the following research questions:
•

What did AHSs do in anticipation of the release of the State Plan and State Health
Plan?

•

What changes have AHSs made in regards to budget, staffing, programming and
other resources in response to the State Plan and State Health Plan?

•

What factors have assisted implementation within NSW AHSs?

•

Are these factors internal or external to the AHS?

•

Could these factors be enhanced further to improve implementation?

•

What factors have been barriers to implementation within NSW AHSs?

•

Are these factors internal or external to the AHS?

•

How could these factors be avoided or reduced?

•

What are the differences and similarities between AHSs regarding implementation,
supportive factors and barriers?

•

What characteristics of AHSs appear to be relevant to implementation?

Answers to these research questions are included throughout the Summary of the
Findings and the following Discussion.

5.2

SUMMARY OF THE FINDINGS

A summary of the literature regarding what is required for successful policy implementation
was presented in Chapter Two: Literature Review. Some of the previous lessons learnt
have included: i) there is a need for understanding and agreement on objectives; ii) there
should be as few steps as possible between formulation and implementation; iii) adequate
time and sufficient resources should be available; iv) a clear chain of accountability is
required; v) deliverers should be involved in policy design; and vi) policy makers should
pay as much attention to implementation as to formulation (Pressman & Wildavsky 1973;
Hogwood & Gunn 1984; Sabatier 1988; Ingram 1990; Davis & Weller 1993). The lessons
of the implementation literature are straightforward: successful policy making is difficult
and its challenges are exacerbated by complexity. “Human services will always be the
most difficult case” (Chalmers & Davis 2001, p.84).
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Like so many other implementation research studies, particularly in the human services
field, this study has found numerous barriers to policy implementation. Chalmers and
Davis (2001) would probably describe it as “depressive reading”, as the State Plan and
State Health Plan seem likely to fail to meet their original objectives (in particular, a greater
focus on prevention). The findings of the study, with regard to both barriers and enablers,
are summarised using the three streams model underpinning the conceptual framework.

5.2.1

Policy

The policy stream considers whether the four AHSs shared the vision of the State Plan
and State Health Plan, and whether it was relevant to them. The policy stream also
considers the various targets and measures of the State Plan and State Health Plan and
whether the AHSs were aligned with the focus areas contained within these state policies.
The state policies expressed a clear vision of a greater focus on health promotion, or
prevention and early intervention, across government, and across the health system. The
findings of this study are that NSW AHSs may share this vision on paper, but not in reality.
Strong rhetoric and good ideas regarding health promotion not being carried through to
funding and implementation has been found by other authors such as Singh, Myburgh and
Lalloo (2010). Further, a lack of shared vision or consensus is not unusual, and was
reported by Exworthy and Powell (2004). Other authors have found that designers and
implementers of policy must agree on the priority assigned to various policy goals if
implementation is to succeed (Paul-Shaheen 1990). In this study there was no evidence
of a formal prioritisation of policy goals, nor any process to agree them.
AHSs in NSW have aligned their strategic plans (where they exist) and annual reports for
the most part, to reflect the strategic directions of the state policies. Further, all AHSs are
measuring and reporting against a vast array of indicators relevant to health promotion and
prevention (although they were also doing this prior to the state policies).

This is similar

to Tenbensel et al.’s (2008) findings in New Zealand, where district health boards reflected
central government priorities in their local strategic plans, noting that there was already a
broad orientation to population health that predated the central government’s “reforms” in
this direction.
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Overall there was general agreement with the targets, noting that some informants did
suggest additional target areas. Desire for local target-setting is not unusual and has been
found in other studies (Campbell & Gibson 1997; Hunter et al. 1998; Fulop et al. 1998;
2000). While AHSs are actively reporting the indicators for the targets, it is recognised that
population health indicators are inherently problematic. They are not sensitive indicators:
they do not change quickly, and may not adequately distinguish between AHSs that are
directing significant effort towards health promotion from AHSs that do little. It was noted
in this study’s literature review that the establishment of targets does not necessarily lead
to new activities (Campbell & Gibson 1997). Yet, in NSW these are the only mechanisms
by which an AHS’s performance is judged and encouraged.

Aside from HNEAHS, staff from the other three AHSs in this study generally considered
that health promotion/prevention was not as important to the AHS, given the pressure to
focus on the acute care sector. A practical measure of importance may be the resources
directed towards population health, and in every AHS case study, this was no more than
2.5% of the AHS’s total Net Cost of Services (NCOS). While all AHSs generally agreed
with the priority areas, no AHS expended more than $10 per head per annum on the State
Plan priority areas of tobacco, overweight and obesity, alcohol and illicit drug use
combined.
The state policies were considered to be beneficial for the fact that they provided focus,
and for the most part AHS staff agreed with the priorities of the plans. This agreement
was despite the finding that reasonably few informants personally participated in the
development process of the state plans. Interactivity in the policy development process
has been found by others to be necessary (Moret-Harman et al. 2008).

Lack of

participation in the State Plan and State Health Plan development process does not
appear to have affected agreement with the policies, but it is unknown what other
implementation failures it may be related to.
Within the policy domain, those activities that an AHS can do easily to be aligned and
agree with the state policies have been done – their plans and indicators align, and staff
generally agree with the directions.

However, what is arguably far harder and more

reflective of true commitment has not been achieved. AHSs spend a very small proportion
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of their funds on health promotion, and there is a general sense amongst the staff that it is
the acute care part of the system that is truly important to the AHS.

In GWAHS, there was a suggestion that health promotion is not even understood as a
field. Other authors have described this as health promotion suffering an “identity crisis”
(Howat et al. 2003). Such a lack of consensus has been found by others to negatively
affect policy implementation (Annor & Allen 2008) and pose as a barrier to further
development of health promotion (Johannson, Weinehall & Emmelin 2009). In addition,
this lack of clarity may hinder the credibility of health promotion as a professional field
(Howat et al. 2003), making it vulnerable to budget cuts (Bagley & Lin 2008).

Within the policy domain, regarding the first two research questions about what AHSs did
in an anticipation of the state policies, and what changes they have made – the short
answer is: very little.

AHSs have aligned their strategic directions on paper, and have

established performance-monitoring frameworks that also align with the state policies.
This, however, has required little change, as there was considerable alignment
beforehand. AHSs have not increased investment in health promotion in general, but
there is some sense of greater funding directed towards priority areas.
Regarding the research questions relating to barriers and enablers for implementation,
within the policy domain it is the significant barriers that stand out.

A key barrier to

implementation is the relative importance of health promotion/prevention compared to the
acute care component of the health system. Being of less importance, health promotion
receives a small proportion of an AHS’s budget. Further, it is difficult to judge the success
or failure of health promotion, because even though it is one of the most measured
aspects of an AHS’s performance, the indicators provide little information about
“performance” of the service as opposed to population health risk factors. There was,
however, one enabler within the policy domain provided by the state policies: they do
provide for greater focus within an AHS.
Regarding the research questions about differences/ and similarities between AHSs, the
research found that AHSs are more similar than different. HNEAHS was the only AHS
where staff presented a relatively uniform view of health promotion being important.
However, all other data sources pointed to HNEAHS being just like SSWAHS, NSCCAHS
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and GWAHS. This apparent optimism of staff in HNEAHS may in itself be an enabler for
implementation of state policies seeking greater focus on health promotion and prevention.

5.2.2

Process

The process stream considers the feasibility, structures, context, competing priorities and
performance management of policy implementation. Across the four AHSs, HNEAHS was
the only one where feasibility was not identified as an issue. For this AHS, the state
policies meant little change and hence it was business as usual.
For the other three AHSs, while it was found that they were also already following the
directions of the state policies prior to their release, barriers to implementation of health
promotion policy were identified. The barriers presented were high-level, such as the
ability and role of the health system in addressing individual risk factors where there is a
requirement for much activity outside of the health sector. Lack of intersectoral ownership
has been identified in other studies as a barrier to implementation (Hunter et al. 1998).
Informants in all AHSs studied mentioned lower-level barriers, which included concerns
about whether some of the strategies being pursued were effective, planning processes
not being synchronised, poor communication, and ad-hoc funding making it difficult to
implement programs.
In response to the state policies, no AHS made structural changes, and there was little
workforce development.

Aside from the development of strategic plans (except by

NSCCAHS), and the establishment of a performance-monitoring framework, little was
identified by way of State Plan and State Health Plan implementation. This raises the
issue of what was expected of AHSs. It would seem that the Department’s expectations
were limited to the development of a strategic plan and reporting against the relevant
indicators. It was noted in the literature review, that the use of indicators (such as with the
performance-monitoring framework in NSW AHSs) is not a good motivational device and
provides no indication of what action is appropriate to improve health (Freeman 2002).
All the AHS strategic plans are flawed from a program logic perspective. The template for
these Plans was provided by the NSW Department of Health, and hence the plans are a
result of the direction provided by the Department. Further, while the Department may
have been providing some funds directed toward priority projects, there is a sense that the
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Department itself was not following the directions of the state policies with regards to
health promotion. AHSs still considered that the pressure on them from the Department
was to focus and perform within the acute care component of the health system, with little
pressure to focus on health promotion and prevention.
While there has been little done by way of implementation of the state policies, they do
have some value.

The policies were considered valuable by all AHSs as providing

advocacy for the work they do in health promotion. In some AHSs, the state policies were
also perceived to have enhanced relationships with external stakeholders.

For some

AHSs, the state policies were also beneficial because they articulated a clear focus; it
should be noted, however, that for some health promotion staff this focus is undesirable.
Instead, these staff expressed a preference for greater flexibility.
The process stream has provided a number of answers to the research question regarding
barriers to implementation of the state policies.

Many of the barriers presented are

external to the individual AHS, a key one being the ability of the health system to pull the
necessary levers for behavioural change. Other barriers are external to the AHS, but
seemingly in the control of the NSW Department of Health: for example, the
synchronisation of planning processes, templates for strategic plans, budget cycles and
communication. There are, however, barriers that it could be argued may well be outside
the control of the NSW Department of Health, such as on what aspects of performance
pressure is exerted. While many barriers are outside the control of the AHSs, there are
some they do control, such as a lack of workforce development, or ensuring the
effectiveness of programs delivered.
Many barriers to implementation have been identified; however, the state policies do bring
with them some enabling factors. These include providing “advocacy”, bringing focus, and
in some instances being a tool in the enhancement of stakeholder relationships.
There are no particular differences between AHSs, except that all aside from HNEAHS
can easily cite the barriers to implementation - although the barriers would be equally
applicable across AHSs. Again, this may relate to the optimism of HNEAHS mentioned
earlier.
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5.2.3

Resources

The resources stream focused on the resource aspects of policy implementation,
considering issues such as spending, allocation, and ring-fencing. As mentioned earlier,
health promotion and population health are a very small part of the resources expended by
an AHS.

Staff in AHSs generally perceive the funds available for health

promotion/prevention to have either been decreasing or holding steady over time, and few
staff consider that funds available are sufficient.

Perceived insufficiency of health

promotion funds is not new and was previously reported by Herriot and Desmarchelier
(2004) with regard to the central, state and territory health promotion functions.

While the overall funding picture presented by staff is inconsistent with a required policy
focus on health promotion/prevention, funding does appear in most AHSs to have been
directed towards the priority areas of the state policies, according to staff. AHS staff
recognised that there are numerous competing priorities for funds within an AHS, which
may be related to the finding that in both SSWAHS and NSCCAHS, there was a sense
from some staff that funds were not always ring-fenced. This is not dissimilar to findings
from other authors such as Exworthy and Powell (2004), who reported funding not being
ring-fenced and hence competing with other imperatives, and Tenbensel et al. (2008), who
did not see prioritisation of resources towards population health despite emphasis on its
strategic importance.

Even if just the objective financial information (audited NCOS statements and UARs) are
considered, a clear pattern of greater investment towards population health or health
promotion does not emerge. The only clear pattern across all AHSs is an increased
proportion of the population health expenditure being directed towards state policy focus
areas since 2004/5. However, the figures for each AHS do fluctuate over time, and in
some cases the recorded expenditure (UARs) for a priority area seems ridiculous; for
example a total of $3 expenditure in illicit drugs in a year or none recorded at all in some
years. Difficulties in finding designated budgets, being sure that funding is being used for
its original purpose, and reallocation of funds at local levels are not unique and have been
described in other studies (Fulop et al. 1998; Glenngard & Maina 2007; Moore & Keen
2007).
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Additional staff capacity has not come with the state policies’ required focus on health
promotion/prevention. Staffing may have come with specific programs; however, overall
AHS capacity in this regard has not grown, and for some AHSs it has been frozen
(GWAHS) or actively reduced (NSCCAHS).
From a policy implementation perspective, the only reassuring finding regarding the
resource stream is that if there has been any change in AHSs, it is that funding is being
directed towards priority areas. However, this is against a backdrop where at best funding
and staffing is stable overall, or - in the worst-case scenario - actually declining.
Linking back to the research questions from a resources perspective, this study found that
AHSs have done little in response to the state policies, and lack of resources is a
considerable barrier. It is the resource stream where the AHSs are perhaps the most
consistent.

Any difference between AHSs is just a matter of the degree to which

resources are insufficient.

5.3

DISCUSSION OF THE FINDINGS

As described in the literature review, top-down policy implementation theories assume that
policy implementation starts with a decision made by government. The State Plan and
State Health Plan are clear examples of a top-down policy approach. Pressman and
Wildavsky’s (1973) early work assumed that central policy makers set out policy
objectives, and implementation implied the establishment of adequate bureaucratic
procedures to ensure accurate execution of policy. In theory, policy, once formulated and
legitimated at the “top” or centre, is handed to the administrative system for execution, and
successively refined and translated into operating instructions as it moves down the
hierarchy to the operative at the “bottom” of the pyramid (Barrett 2004).

However, it is clear from this study that there are considerable barriers to the execution of
the state policies, even within the framework of “new public management”. From a topdown policy perspective, it would be easy to blame the implementers for supposedly not
following operating instructions. Gallop (2007) suggests, however, that these ideologies
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fall foul of the complexities of human society and democratic politics; this was the case in
this study, where some of the barriers that have emerged are beyond the implementers,
and in some instances beyond the health system itself, to overcome. The findings of this
study reflect the conclusions made about the United Kingdom strategy The Health of the
Nation Strategy, which was deemed not to have reached its full potential and was
handicapped by flaws in both concept and process. Most notably, The Health of the
Nation “was not seen as a priority, with issues such as reducing hospital waiting lists and
budgeting taking precedence” (Mayor 1998, p.1034).

Generally, an implementation study would be seeking to identify the causes of the
implementation problems, and suggest ways to enhance compliance with the objectives.
However, the findings of this study suggest that the barriers to implementation are less
about a lack of compliance, and more about inherent system flaws present within the
AHSs, the Health Department and the overall State Government.

This is similar to

Tenbensel et al.’s (2008, p.1150) study, which posed the question: “Is the gap between
policy expectations and the experience of implementation attributable to failure on the part
of the implementers, or is the policy itself inherently problematic?”

The top-down policy perspective has been criticised (Barrett & Fudge 1981), yet it
remains. It has remained a part of “new public management”, whereby managers are
seen as responsible for putting policy into effect and also to blame if things go wrong
(Barrett 2004). Success or failure is judged on the basis of meeting pre-set targets for
ensuring delivery on policy targets.

The findings of this study show that top-down health promotion policy, even in a “new
public management” environment, is inhibited by some fundamental challenges. These
challenges relate to issues such as the relative importance of health promotion, its
positioning within the organisational structure, a weak performance-monitoring framework
and related accountability, and poor funding-accountability mechanisms. These issues are
discussed in more detail in the next section.
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5.3.1

Policy Stream: Barriers and Enablers

The importance of health promotion
A key finding in this study is that health promotion is perceived as not being as important
to the AHSs as other aspects of their service delivery, such as the acute care sector. This
is despite the State Plan and State Health Plan being very clear that they expect health
promotion and prevention to be a key focus of the way the State Government and AHSs
do business.
In making health promotion and prevention a key focus, it is reasonable to assume that
this aspect of service delivery needs to be as important as all other aspects of service the
government agency, or in this case, an AHS delivers. Todd et al. (2000, p.40) cited “a low
state of readiness to take the reform forward” as a factor in implementation failure. In
NSW, AHSs could also be described as being in a low state of readiness to focus on
health promotion. Philosophically, health promotion probably is important to AHSs and
their staff. However, practically, it is questionable how important an organisation can find
a part of their business which makes up at the very best just over 4% of their Net Cost of
Services (NCOS) (SWAHS), and at the very worst, less than 1% (SESIAHS) in 2007/8.

From a financial management perspective, it would be an inappropriate management
practice for senior leaders to invest their time and energy in such a small part of the
organisation. It would be unusual for the Department to exert a great deal of pressure on
AHSs or their leaders to focus time and energy on such a small part of their business.

If there is little money and little pressure to perform attached to one part of an
organisation’s activities, this part of the organisation will never be a focus of the way they
do business. This leads to the question of how to make a relatively small and seemingly
unimportant activity into a large and important activity. Arguably, one can either change
the size and importance of the activity, or change the size and scope of the organisation
within which it takes place. A case for the latter option will be presented further in this
chapter after consideration of the other emergent themes.

The pressure to focus on the acute care system
As mentioned earlier, it would be an unusual management practice to exert pressure on an
organisation to perform in activities that are a very small part of their business, as is the
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case for health promotion.

AHSs and their senior leaders experience considerable

pressure to perform against acute care targets, be they waiting lists or emergency
department performance. This has been cited by other authors such as Exworthy and
Powell (2004).

This pressure, as described in this study, comes from the NSW

Department of Health. The findings of this study indicate that the Department exerts
uneven pressure on different aspects of state policy, with pressure exerted to perform
regarding acute care, and little or none applied to perform regarding health promotion.
Competing priorities is a well-recognised barrier to policy implementation (Powell &
Exworthy 2001; Belansky et al. 2009).
It seems reasonable that pressure would be exerted on the largest part of an AHS’s
business to perform. However, the pressure is no doubt exacerbated by the extensive
media coverage of a perceived failing of the health system, and the considerable
politicisation of this area of government service delivery (Section 1.3). Performance in the
acute care sector is measured against very tangible indicators; this is service data, not
population health data. These acute care indicators vary across hospitals and AHSs, with
a degree of sensitivity that is considered to highlight the worst and best performing. The
Department, political leaders, and the media know where to exert the pressure, and AHSs
can see where they will be castigated if they do not succumb to the pressure. Perhaps
this is best summed up by a former Federal Health Minister, who said “…you don’t get
votes from public health issues…If there’s a problem with immunisation (an example of a
public health issue), nothing happens. If someone’s left on a hospital trolley overnight, it’s
news” (Hawks 2002, p.19). In addition, the politicisation of policy has been described by a
former

West

Australian

Premier:

“…public

administration

becomes

day-to-day

management of the media, with policy making held hostage by the flow of events and
policy coming from ministerial offices rather than the public service….” (Gallop 2007, p.29).

If pressure is needed to perform effectively in health promotion, as was clearly suggested
by a GWAHS senior executive, there are two precipitating factors required. First, health
promotion needs to be a large enough part of the organisation’s business to warrant
pressure being applied. This clearly links with the earlier discussion of how to make health
promotion a more important part of the organisation within which it is delivered.

Second,

the community, media and politicians need to be able to identify poor performance and
consequently apply pressure where there is lack of performance. This second enabler is
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discussed further in the context of the performance-monitoring framework for health
promotion, and how it needs to change to implement prevention and health promotion.

The lead within the Department
In this study, a number of AHSs referred to particular health issues not being a priority
within the State Plan and State Health Plan; examples such as alcohol and mental health
were given.

This is despite these issues being clear priorities in the plans.

A few

comments suggested they were not priorities due to their not being within the remit of the
part of the NSW Department of Health responsible for health promotion – the Centre for
Health Advancement. These issues are led outside of the Population Health Division,
within the Mental Health, Drug and Alcohol Office.

It is not clear from this study whether this is just a symbolic issue or one of separation of
duties and organisational structure. From both a symbolic and practical perspective, it
seems reasonable that the prevention aspects of a health issue, such as alcohol, may well
get lost if they are mixed in with the treatment services component of this issue, and not
seen to be within the remit of the part of the Department recognised as the lead
organisational unit on health promotion or prevention. Further, if one considers health
promotion as a specialist profession, it seems reasonable to amass that expertise and skill
in one part of an organisation, rather than have it dispersed in pockets throughout an
organisation.
Related to this is the question of what is the best way to get strong leadership on health
promotion and prevention through the structure of a central health department. Currently
in the Department, the perceived lead organisational unit on health promotion and
prevention, the Centre for Health Advancement, only leads on specified priorities (tobacco,
overweight and obesity, and falls prevention). Other, more clinically focused parts of the
organisation not within the Population Health Division are the lead units for illicit drugs,
alcohol and mental health. The results of this study suggest that this leads to lost priorities
from a prevention perspective.
If this is the case, this would suggest that for a health promotion/prevention issue to gain
true currency and priority, it needs to be separate and distinct from the treatment, or acute
component, of the system. This issue will be discussed further, in conjunction with the
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previously raised issue of how to make health promotion more important to the
organisation within which it sits.

The value of stated priorities
While it would be easy to suggest that the State Plan and State Health Plan are failures as
they are not leading to a greater focus on prevention, it is important to note that there was
a consistent theme of the value of such plans from an advocacy perspective. It was raised
with relative frequency in this study that the plans had generally benefited health
promotion in this way, both within the AHSs and externally with partner organisations.
This study found that prevention or health promotion was always a part of AHS business –
if indicated by what they measured. Prior to the state policies, there were numerous
indicators dedicated to health promotion/prevention-relevant aspects of the health system.
However, the state policies appeared to bring more than just indicators. The state policies
documented and clearly articulated that health promotion and prevention were now
important, and should be the way the government does business. These policies provided
documented evidence of what should be happening; informants in this study suggested
that this was useful to them.

Despite some cynicism evident from some informants towards planning processes, the
findings of this study suggest that it is indeed important that the State Government and the
NSW Department of Health clearly articulate their priorities.

While implementation is

difficult, implementation cannot even be attempted without clear knowledge of what the
Government considers important. While some authors have criticised policies becoming
merely symbolic because formulation and implementation are divorced (Matthews,
Jackson Pulver & Ring 2008), the symbolism is important and should be retained. Further,
the positioning of health goals as government goals, versus health ministry goals, has
been identified as important by other authors, who observed that sectors outside of health
are being called upon to support these goals (Chomik & Frankish 1999).
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5.3.2

Process Stream: Barriers and Enablers

The performance-monitoring framework
This study found that health promotion or prevention represents a large part of AHSs’
performance-monitoring frameworks; the AHSs often cite this monitoring as a key policy
implementation mechanism. All AHSs devote numerous performance indicators to this
aspect, despite it being a very small part of their business. While this study did not explore
why this is the case, it is easy to identify possible reasons. First, population health data or
prevention-relevant indicators are for the most part not collected by AHSs; rather, they are
collected by the NSW Health Survey Program administered by the NSW Department of
Health. In other words, there is considerable data available, which are collected, analysed
and published with no resource implications for the AHS. Hence, population health data is
relatively easy to include in a performance-monitoring framework.

A second possible reason may be the population health profession always advocates
strongly for the inclusion of relevant indicators. Examples of high-level advocacy were
provided in this study’s literature review from Nutbeam and Wise (1996), Nutbeam (1999)
and W ise (2008): they discussed the notion that “What gets measured, gets done”.
Population health professionals consider that if there is no measurement of their aspect of
an AHS business, its importance will diminish even further. A cynical view could be that
many population health

indicators are included to appease population health

professionals.

An even more cynical reason could be that because there are a number of inherent
problems with population health indicators, lack of performance is not really a concern
because it is not really what is being measured. Indicators such as these have been
criticised in similar studies on the basis of technical grounds (Hunter et al. 1998). Further,
Powell and Exworthy (2004) would describe them as “soft” targets, prioritised behind the
“hard” targets such as balancing the books and reducing waiting lists.

It is well recognised that there are considerable challenges in the performance
measurement of population health, due to multiple determinants, numerous contextual
moderators, outcomes that take years to achieve and the decentralised nature of program
implementation (DeGroff et al. 2010). Within health promotion and population health more
broadly, the indicators do not necessarily show the worst or best performing AHSs or
245

health promotion units. Rather, they show which AHS population has the best or poorest
health. The performance of the AHS is not necessarily considered to be solely responsible
for the indicator.

In Fulop et al.’s (2000) study, outcome targets were seen as less

appropriate than process targets.

It is well recognised that there are many social

determinants that influence the health of a population. However, no correlation has been
demonstrated between the presence of a high-performing health promotion unit in that
AHS and that AHS having better indicators than others. The inclusion of a large number of
indicators that are interesting, but not well linked to performance, could distract
stakeholders from more closely examining actual AHS performance. Alternatively, it could
just be that it is infinitely easier to focus on the individual than on structural change (Low &
Theriault 2008).

If health promotion is to be important, as was prescribed by the state policies, then its
performance needs to be measured. It is appreciated that population health indicators are
the ultimate gauge of outcome; however, there are far too many factors influencing
population health risks, and hence indicators that show performance at a lower level are
also required.

Hospital performance data for the most part reflects the efficiency of the

service, not how well the patients did. Population health indicators need to do the same
for AHSs. Health promotion indicators need to show the efficiency or outputs of the
service, as well as the population’s health. To do this, however, each AHS would need to
be providing the same health promotion programs.

Accountability
Related to the performance-monitoring framework is accountability at both an individual
and AHS level.

Some informants mentioned that there was now no performance

agreement for population health, and a relatively low level of reporting of activities.
However, measuring performance against high-level outcome indicators was routine.

As discussed previously, the performance measures for population health are flawed, and
due to their high-level nature are not appropriate for holding individual staff or units to
account for their activities.

Yet the indicators appeared to be the key accountability

mechanism for implementation, with no others emerging from this study.

Weak

accountability mechanisms are not unique to this study, and were referred to in this study’s
literature review (Exworthy & Powell 2004). Radner and McGuire (2004) suggest that
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currently in the public sector, performance is about measurement, not management, with
the system not encouraging improvement. Previous authors have reported that such a
lack of accountability mechanisms can lead to a lack of implementation (Belansky et al.
2009), and that local organisations primarily use indicators as a ceremonial means of
demonstrating symbolic commitment for legitimacy-seeking purposes (Chang 2007).

To hold health promotion and population health units and AHSs to account, however,
requires a good understanding and clear outline of what they are responsible for.

It

requires AHSs having their roles, tasks and responsibilities clearly spelt out, with a
timetable to ensure that agreed milestones are met.

This study found that the only

measure of performance in prevention or health promotion were population health
outcomes, which, as previously discussed do not translate well to holding an individual or
unit to account. The lack of management guidance apparent in NSW, is a major failing
found by other authors (Hunter et al. 1998).
This study did not identify why there is little management guidance and accountability. It
may be related to flawed planning processes that do not allow time to develop this
capacity, or it may be that the Department does not have the necessary controls over
AHSs to institute it. Regardless of the reasons, it would seem appropriate that as part of
the performance-monitoring framework, greater attention could be paid to accountability
mechanisms of individuals, units, and AHSs through clear responsibilities and agreed
milestones.

It is noteworthy that in the latest performance-monitoring framework released by the
Department (NSW Health 2009d), population health indicators such as overweight and
obesity, alcohol, illicit drug use, and smoking are not included.

This is presumably

because they are not amenable to inclusion within a framework “setting out the
performance improvement strategies, interventions and management processes that the
Department will apply to ensure that these outcomes are achieved in accordance with
Government policy” (NSW Health 2009d, p.3). Population health and prevention-related
activities need to be included in such frameworks so that AHSs and services within them
can be held to account.
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The locus of control
For a policy to be implemented, it needs to be feasible. A key barrier identified in this
study is whether an AHS could really be solely responsible for some of the health risk
factors they are expected to change. A number of informants in this study questioned how
much an AHS could really control or influence health risk factors, such as
overweight/obesity. Not only do the state policies assign responsibility for such health
issues to the health system, they also only measure performance against the population’s
level of overweight/obesity, and provide no indication of service outputs that may be
important.
It is well recognised that the health system can lead multi-strategy responses to health
issues. A good example would be tobacco control, where NSW Health is the lead agency
for a broad array of prevention strategies including advertising controls, restrictions on
smoking in pubs and clubs, smoking-cessation services and social marketing activities.
However, there may be issues, such as alcohol and overweight/obesity, that, while
similarly requiring multi-strategy responses, also require multi-sector leadership; hence,
implementation and leadership from a single agency will always be problematic. In short,
the health system does not have the control or necessary levers to be the sole lead on the
issue and make significant changes.
Further, not only is the health system battling against issues requiring multi-sectoral
responses, gaining traction for the issue within the health system is a battle. It is a tall
order to expect that health promotion and prevention lead on across government issues,
when health promotion and prevention is not even prioritised within its own organisation.
This is not to say that NSW Health can never lead intersectoral activity, as it is well
recognised that this is a key principle of health promotion. However, better mechanisms
for leadership and implementation of prevention activities targeting multi-sectoral health
issues are required.

Encouraging program logic and sound planning processes
This study found that as part of implementing the state policies, AHSs produced plans that
demonstrated little program logic. However, the AHSs used a template provided by the
NSW Department of Health, which was one of the few implementation requirements of the
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Department. This study did not investigate what other operational plans the AHSs may
have produced, such as local health promotion or population health plans.

If the Department encourages poor planning via the distribution of inadequate planning
templates, it is unreasonable for the Department to expect good implementation to follow.
This is a seemingly easy implementation barrier to correct, assuming the Department’s
templates are within their control. It is unknown to what extent the Department’s planning
processes are influenced by the NSW Department of Premier and Cabinet (the central
agency responsible for the State Plan).
In this study, informants stated that the timing of the planning processes was
unsynchronised: situations arose where AHSs had developed plans but had to hold off
releasing them until the state policies were released. This apparent lack of a logical
planning process (in other words, one where the state policies would be developed first,
and then sufficient time would be made available for local-level plans to be developed) is
not unique. As described in this study’s literature review, other authors have described
situations where local managers have had little time to prepare for policy implementation,
and processes being rushed due to political imperatives (Kamuzora & Gilson 2007). Todd
et al. (2000) similarly identified the time required to build up the necessary planning and
operational arrangements as key factors in policy implementation failure.

The political imperatives that may lead to seemingly poor implementation planning
processes in this study are unknown. However, if they could be overcome, an enhancer to
implementation would be a structured and timely process led by the Department, which
then would result in logical AHS planning processes.

5.3.3

Resources Stream: Barriers and Enablers

Insufficient funds
The findings of this study are that population health, which encompasses prevention and
health promotion, receives a very small proportion of the AHS budget, and that this has
probably not increased since the release of the state policies. AHSs generally said that
the resources available for health promotion were insufficient.

After reviewing health

promotion expenditure in the National Health Service in the United Kingdom, Fulop et al.
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(2000) similarly reported that there was little evidence to suggest that The Health of the
Nation strategy had anything other than a limited influence on resource allocation at a local
level.

Low levels of resources, and a failure to shift resources towards health promotion - or what
Powell and Exworthy (2001) would describe as “soft aspirations” - is not a surprising
finding. Unless new funds are directed towards health promotion, it is a tall order to expect
AHSs to shift them from established interests. As former Australian Senator Meg Lees
pointed out, “it is difficult to say to people suffering from cancer here and now: ‘Sorry, we
don’t have the funds to treat you or look for a cure for you because we’re focusing on
prevention’” (Lees 1995, p.14).

It could be argued that since population health attracts such a small proportion of the
AHSs’ funds, it should not be difficult to invest more. Even the funds required to double
population health funding in any one AHS would probably be considered “loose change” in
the more resource-intensive aspects of the health system.

This, then, demands the

question “Why is it not done?” There are numerous possible reasons, which are related to
other emergent themes from this study. First, as already discussed, there is no pressure
on AHSs to invest more. Second, even if they did invest more, it is questionable whether it
would make a noticeable difference against the indicators with which performance is being
measured. Finally, the mechanisms in place to monitor funding are so poor that there is
no way the Department would even know if an AHS did invest more.

This lack of

mechanisms to monitor funds is discussed further in the following section.

Mechanisms for monitoring funds
Aside from the low level of funds directed towards an articulated priority, a more important
and interesting finding is the difficulty in interpreting or understanding what is actually
happening with funds. From a public accountability perspective, the audited NCOS data
presented in the AHS annual reports would be considered the key mechanism by which
the expenditure of an AHS is available for public scrutiny. However, the program areas of
the NCOS are historical program areas, and do not necessarily align with strategic
priorities. Hence, if a resident of SSWAHS, for example, was interested in knowing what
their AHS was doing about illicit drugs (a state policy priority), the only information
available to them would be the Population Health NCOS. In SSWAHS in 2007/8, for
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example, the Population Health Program NCOS was over $27m, which compares
reasonably well to other AHSs. However, according to the Department’s records in the
UARs, SSWAHS’s reported expenditure on illicit drugs in the same year was zero.

Two key sources of financial information – the NCOS data (available both within
Government and externally) and the UARs (available within Government only) - are
inconsistent, and provide no way for the Department to monitor or determine what is
happening to the funding for health promotion and prevention. It is appreciated that there
needs to be some aggregation of financial data for the purposes of reporting, and that it is
impossible within an AHS annual report to provide details on every aspect of expenditure.
However, where the detail is provided (through the UARs), this does not match the audited
data. Moore and Keen (2007) similarly reported significant concerns about the accuracy of
the figures in the United Kingdom National Health Service. If a system is serious about a
focus on health promotion and prevention, not only does it need to invest sufficient
resources, but it also requires a mechanism to track and monitor what is happening with
those resources.

Such problems in identifying and tracking expenditure are not

uncommon and have been reported in other studies (Fulop et al. 1998; Exworthy & Powell
2004; Glenngard & Maina 2007; Moore & Keen 2007).
As in the research by Fulop et al. (2000), the financial reporting mechanisms found in this
study are a barrier to effective monitoring of the state policies.

The absence of any

requirement to monitor spending, or even mechanisms to do so, makes it impossible to
compare the resources invested in the implementation. This study must conclude, as did
Fulop et al. (2000), that if implementation is to remain a priority, the resources connected
with it must be identified, isolated and monitored (regardless of their source) from the
outset. Timely, reliable and complete information on financial resources in the health
sector is critical for sound policy making and planning (Powell-Jackson & Mills 2007).

Secure and consistent funds
An additional barrier found by this study and others, beyond insufficient resources and
good financial-tracking mechanisms, is that on occasion the funding for health promotion is
considered ad-hoc and insecure. Annor and Allen (2008) described such insecurity of
funding as a policy implementation inhibitor.
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Paul-Shaheen (1990) reported that a stable environment, in which adequate resources are
available to fund program implementation, is critical for policy implementation, and that
new programs are more vulnerable to funding limitations. If the state policies were truly a
new direction, whereby there was to be a greater focus on prevention and health
promotion, the new direction would also require a new and stable funding stream. As
Paul-Shaheen (1990, p.855) reported, it is “far easier to defer the proposed than to
dismantle the existing”.
It is recognised that ensuring a secure and stable funding stream is not always within the
control of the NSW Department of Health. There are, of course, political influences upon
the secure and consistent allocation of funds. However, in recent years, and currently,
there have been some secure funding streams for health promotion within the Australian
Better Health Initiative (Department of Health & Ageing 2006) and the relatively new
Preventive Health National Partnership Agreement (COAG 2008). It may well be that the
Department needs to do a better job in communicating the funding cycles and the security
attached to funding sources to AHSs so that they can be reassured in their planning and
program implementation processes.

Human resources
While most of the resource stream findings focus on financial resources, some authors do
cite human resources as a potential barrier to policy implementation. In this study, there
appeared to be no growth in the workforce available to health promotion, and few, if any,
efforts to develop it. Other authors have characterised this as the labour force, rather than
innovation and capability building, being the target of cost savings (Thornley 1998; Bach
2000; Stanton 2002, cited in Stanton, Bartram & Harbridge 2004). It should be noted,
however, that in this study AHSs did not suggest that their staff lacked any skill or
competency; it is not surprising, then, that there appears to have been little focus on
workforce development. Other studies have however found a lack of skill or competency
as a difficulty in implementing health promotion policy (Whitelaw et al. 2007).
Workforce development refers to a process initiated within organisations in response to the
identified strategic priorities of the system, to help ensure that the people working within
these systems have the abilities and commitment to contribute to organisational goals
(NSW Health 2001). It is hard to imagine that people in a profession, or workforce, in a
252

field as potentially complex as health promotion, can remain up-skilled and competent
without any workforce development beyond experience in the current job. However, it
would appear that this is the expectation of the health promotion workforce in NSW. There
is little or no workforce development, and certainly none associated with the
implementation of the state policies. This lack of focus on people management has been
described by other authors as surprising, due to the health system being labour-intensive,
highly educated and accounting for a large proportion of costs (Stanton, Bartram &
Harbridge 2004).
In addition to providing a secure funding stream for health promotion, implementation of
state policies would be enhanced by an investment in workforce development. A systems
approach to workforce development may facilitate an overall integration between
organisational goals, human resource management policies and education and training
(Lilley & Stewart 2009).

The workforce should be considered a key part of the

infrastructure in any public health system (Bagley & Lin 2008).

5.4

STRENGTHS AND WEAKNESSES OF THIS STUDY

5.4.1

Study Strengths

Prior to commenting on any weaknesses in this study, it is appropriate to identify some of
the strengths.

A key strength of this study, which is often absent from other policy

implementation studies, is the benefit of varied and mixed data sources, providing both
qualitative and quantitative data. The study’s literature review provided examples of other
studies that relied upon only one data source; however this study has benefited from a
number of data sources, such as financial data, organisational documents and informant
interviews/focus groups. Some of the qualitative data in this study could be compared and
contrasted with quantitative data.

This triangulation of data is reported as lending

credibility to findings (Erlandson et al. 1993) and ensuring comprehensiveness (Mays &
Pope 2000).

In addition to using different data sources, several authors report benefits to choosing
participants with various experiences, as it increases the possibility of shedding light on
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the research questions from a variety of aspects. Graneheim and Lundman (2004) found
that interviewees of various genders, ages and observers with various perspectives
contributed to a richer variation of the phenomena under study. In this study, participants
in the interviews and focus groups were from varied hierarchical tiers of the AHS
organisation.

In addition, the cases in this study were selected to highlight potential

differences in that they included both big and small, and metropolitan and rural AHSs.
Mays and Pope (2000) suggests that this incorporation of a wide range of different
perspectives is an explicit technique to improve the research quality.
Related to this benefit of mixed data sources and various informants is the richness
provided by the case study methodology.

The case study design allows for a depth of

investigation not offered by other designs.

Further, this study incorporated four case

studies, as opposed to one (often the case in implementation studies), enabling the cases
to be compared.

The cases were found to be more alike than they were different,

suggesting that many of the findings were system issues as opposed to the peculiarities of
one AHS.

Another key strength associated with these methods in this study is the clear description of
how data was collected and analysed.

Such clear descriptions are often considered

lacking from some studies relying on qualitative information. As the methods used in
qualitative research unavoidably influence the inquiry, a number of authors suggest that a
clear and explicit account of the process of data collection and analysis is important (Rice
& Ezzy 1999; Mays & Pope 2000). According to Rice and Ezzy (1999), maintaining and
reporting an audit trail of methodological and analytical decisions allows others to assess
the significance of the research.

In this study, there is a detailed description of the

methodology of each component of the data collection and analysis.

A further strength of this study is its clear grounding within a theoretical framework: the
three steams model (policy, processes and resources). This framework provided for a
consistent organisation of the collection of data, the presentation of findings and the
discussion of results.

Finally, a key strength of this study is its relevance to current activities. This study has
been undertaken while there is still time to influence the implementation of policy. Further,
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in light of the current reforms to the health system, which will be discussed later, the study
has been undertaken at an opportune time to consider the implications and
recommendations of the research. This relevance is considered by Mays and Pope (2000)
as a quality indicator of qualitative research. Horsfall, Byrne-Armstrong and Higgs (2001)
similarly suggest that productive, useful results are a measure of rigour in qualitative
research.

5.4.2

Study Weaknesses

There are a number of weaknesses in this study: both inherent and expected
methodological weaknesses, as well as some unique to this particular research project.
This study included a considerable component based on qualitative research methods.
While the errors associated with qualitative research were minimised as much as possible
through study features such as mixed data sources and methods, and a clear exposition of
methods and analysis, the inherent weaknesses of qualitative research need to be noted.
To make valid inferences from the text in qualitative research it is important that the
classification procedure be reliable in the sense of being consistent: that is, different
people should code the text in the same way (Weber 1990). Much of the qualitative
information in this study was subjected to some form of content analysis. While measures
were put in place to improve stability (the same coder getting the same results try after
try), there were no measures put in place to enhance reproducibility (different coders
getting the same results).

This is also known as intercoder reliability (W eber 1985;

Stemler 2001). In this study, the codebook and its application were described in some
detail, which sought to provide readers with a clear understanding of the process
undertaken. However, there was only one coder and hence inherent biases may be
present. While only having one coder may assist in stability, there is no way to assess
reproducibility in this study. Fereday and Muir-Cochrane (2006), who also had only one
coder, suggests that this process allows for consistency in the method, but fails to provide
multiple perspectives from a variety of people with differing expertise.
A further weakness in this study is associated with “reflexivity”, which Mays and Pope
(2000) define as the ways in which the researcher, and the research process, have
shaped the collected data. Particularly in the analysis of interview and focus group data,
the potential bias of the researcher cannot be ignored (King 1994). As described earlier in
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this study, the chief investigator was in a senior position within health promotion in NSW
Health at the time of the study; hence, her experiences and knowledge have potentially
influenced the analysis of the data and subsequent findings. While this may be considered
a weakness due to the potential bias, it could also be considered strength, in that having a
first-hand familiarity with the health promotion system allows for a more contextualised
interpretation of findings and production of more well-rounded recommendations. The
influence of the chief investigator was limited where possible, and in particular, by the use
of an independent research assistant for the conduct of interviews and focus groups.
While the use of an independent research assistant was a strength, it is simultaneously a
weakness. It is recognised that an interview is essentially a conversation between the
interviewer and interviewee (Kvale 1996).

However, as the independent research

assistant did not have in-depth knowledge of the topic under exploration, she may have
failed to identify important nuances and missed important questions. Social cues, such, as
voice, intonation and body language can give the interviewer information that is additional
the verbal answer (Opdenakker 2006), however, these were not captured due to the use of
the independent research assistant.
The varied response rate within the case studies is also an acknowledged weakness in
this study.

In some case studies, such as HNEAHS, all tiers of the organisational

hierarchy participated in an interview or focus group, whereas in other AHSs the
participation was far patchier.

Further, there were considerably varied levels of

participation in the focus groups, with only relatively small numbers participating due to
difficulties in organising the focus groups. Specifically, the impact on the findings of the
total non-participation of health promotion staff in a focus group from GWAHS is unknown.
A further weakness of this study is the reasonably lengthy period of time between the
conduct of interviews and focus groups in the first AHS (HNEAHS) to those in the last
(GWAHS). The delay was largely due to differing timeframes for the receipt of site-specific
ethical approval and challenges in organising interviews and focus groups.

It is

recognised that informants, while asked to comment on current and past processes, were
doing so in a current context. Hence there may have been changes in the environment or
context of AHSs over the six-month data collection period of the study that have influenced
the results in an unknown manner.
256

5.4.3

The Three Streams Model

It is considered appropriate to comment on the three streams model used in this study, as
the model itself contains both strengths and weaknesses.

The conceptual framework

underpinning this study has relied upon the policy, process and resource streams. This
theoretical framework was selected because it is: a) guided by theory and has an
explanatory power; b) addresses complexity and accounts for the specificity of health
policymaking processes; and c) reduces the ambiguity of the “black box” of the
implementation process from policy formulation to policy outputs and outcomes (Rutten et
al. 2003).

In this study, the three streams model has been a very useful framework in which to
organise the collection and analysis of data, and subsequent discussion of findings. It has
meant that the study was guided by theory, and linked back at all stages to the theoretical
model.
However, it does mean that the findings that have emerged from this study have been
allocated or assigned to one of the streams. While this allocation or assignment has been
possible, the framework is not well equipped to deal with system-level issues that are
beyond the specifics of the policy being implemented. Some of the system-level issues
that have arisen in this study are largely allocated to the policy stream, such as the relative
importance of health promotion and the pressure to focus on acute care. These are bigger
than the state policies themselves. They are substantial issues within the health system
that no single policy can overcome – regardless of how well connected the policy, process
and resource aspects are.
Consequently, the strength of the framework is that it provides a convenient way to
organise the collection, reporting and analysis of policy studies. However, its key limitation
is that it does not easily deal with significant contextual and structural system issues that
go beyond the policy. An overarching or underpinning component to the three streams
model is required. This overarching component would point researchers and theorists to
explore in greater depth whether it is the policy and its implementation that is failing, or
whether failure is the result of systemic issues beyond, and far more powerful than the
policy. Other authors have similarly commented on the need for conceptual models with a
multi-level approach (Singh, Myburgh & Lalloo 2010). A combination of models - such as
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the three streams model with a more overarching model such as that put forward by Potter
and Harries (2006), which considers issues such as the political environment, legal
context, treasury rules, governance arrangements and social values - would be beneficial.

To illustrate, a more holistic model, is offered in the following diagram. This adapts the
three streams model to include a multi-level approach, with the upper level containing the
contextual or system issues, beyond the specific policy, which may benefit from
consideration.

CONTEXTUAL AND SYSTEM ISSUES:
-

Relative Importance/ Priority within the System
Political & Legislative Context of System
System Governance
Societal Values & Expectations
Historical Influence

POLICY:
-
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All caps
Formatted: Centered

Human
Spending /
Ring Fencing
Resource
Allocation

Formatted: Font: (Default) Arial, 11 pt, Bold,
All caps
Formatted: Font: (Default) Arial, 11 pt, Bold,
All caps
Formatted: Centered
Formatted: Centered

Figure 14: An Adaptation of the Three Streams Model
5.4.4

The Challenges of Conducting Workplace Research

The conduct of this study itself has raised an interesting issue for the future conduct of
similar research.

It was noted earlier that correspondence was received by the

University’s Human Research Ethics Committee (HREC) regarding this study from a
potential participant. The essence of the complaint was that there was a perceived conflict
of interest between the chief investigator’s position as both the lead researcher on the
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project, and a senior manager within NSW Health responsible for implementing the health
promotion aspects of the State Plan and State Health Plan.

While this issue was dealt with satisfactorily as far as the HREC was concerned, it does
highlight the challenges of conducting workplace-based research, common in professional
research degrees.

Having students investigate their own work and organisations is

beneficial, as it can lead to research that is well grounded in practicality and provides
useful outcomes. It can also arguably lead to more insightful research, as the researcher
holds insights unavailable to an external researcher.
Potential workplace researchers should consider perceived conflict of interests early in the
research, preferably at the design stage of the study.

This type of research also

necessitates close consideration of communication strategies involved in the research,
and, where relevant, the use of independent research assistants in collection and possibly
interpretation of data. Finally, there is possibly an even greater onus on researchers
investigating their own organisations than on independent researchers to ensure the
conclusions are grounded in the empirical results of the study and not the researchers’
preconceived perceptions.

5.5

IMPLICATIONS

This study has found some basic, and not unusual, policy implementation failures with the
State Plan and State Health Plan. These could lead to some routine recommendations
about improving planning processes, designing a better performance-monitoring
framework and providing sufficient resources within an enhanced financial-monitoring
environment. To do so, however, would ignore the significant findings of this study, which
point to the need for a drastic rethink of how prevention and health promotion are delivered
by the NSW Government. Expecting health promotion and prevention to achieve their
potential in a health system obsessed with acute care is fundamentally flawed and fanciful.
This study and others have suggested that health care inevitably takes precedence over
population health in political priority, resource allocation and public affections (Wills, Evans
& Samuel 2008).

Hence, the implications of this study and the subsequent
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recommendations will focus on the system redesign required, as opposed to restating the
basic principles of good policy design and implementation that have been covered by so
many other authors.

There are three key components required for a greater focus on prevention and health
promotion.

These are: 1) the delivery of standard programs across the state; 2)

performance monitoring reflecting a standard set of programs; and 3) transparent and
monitored funding tied to the programs. These, however, are likely to be insufficient if
delivered within an acute care-obsessed system. Hence, these three components need to
be delivered through a different organisational structure, where prevention is the “main
game”. The following sections make the case for these components and potential models
for organisational redesign that would allow for a greater focus on prevention and health
promotion. Prior to making the case however, a brief description is provided regarding the
contribution this study may make to the literature.

Implications for the literature
This study has the potential to make a contribution to policy literature generally, and health
promotion policy literature more specifically, due to where it was conducted, the
methodological approach it employed, the context in which it was conducted, and the
theoretical framework employed.
As discussed in Chapter One, a relatively small amount of policy implementation research
has been conducted in Australia.

Hence, this study makes a uniquely Australian

contribution, and in particular, a contribution from a NSW perspective. The contribution to
the health promotion policy field is even more particular - as little health promotion
research has considered policy implementation.

The study may potentially stimulate

greater consideration of how health promotion can feature in debates about health system
policy.

From a methodological perspective, this study also contributes to the literature. This study
documented in a detailed manner the way data was collected and analysed - a feature not
common in policy implementation research. Hence it grows the methodology literature, as
well as enabling future researchers to compare and contrast different policy situations,
using this methodology as a blueprint.
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Contextually, the timing of this study is significant. As discussed later in this chapter, the
health system in NSW and Australia is experiencing considerable change, with much of
the detail about what the future holds for health promotion still to be determined.
Consequently, this study makes a contribution, by empirically describing health promotion
policy implementation in NSW, and making suggestions based on the findings of the study
for what new approaches may entail. It may be possible for the literature to consider this
study as a baseline.

Finally, this study makes a contribution to the literature due to the theoretical framework
within which it was undertaken.

While there are opportunities to enhance the three

streams model utilised, the use of such a framework adds further to the dialogue about the
utility of various models, and may stimulate future adaptations.

5.5.1

Implication One: A Prevention-Focused Organisation

Later in this section, the case will be made for the need for standard programs, standard
measures and transparent funding mechanisms. However, implementation of these will
not be sufficient to get the health system to focus on prevention and health promotion. As
argued earlier in this chapter, it would be very difficult to get AHSs to turn their attention to
a small part of their organisation that they are not pressured to focus on. In the United
Kingdom, Wills, Evans and Samuel (2008) also reported limited progress in reorienting
health services towards health promotion; instead, public concern over health expressed in
many rallies against hospital closures and media stories about hospital acquired infections.

Consequently, an organisational redesign needs to be conceived which allows and
encourages prevention and health promotion to flourish – to become the “main game” of
the organisation. There are alternative ways to do this. Most radical would be the removal
of health promotion and prevention from an environment where it is competing against
emergency departments and waiting lists.

In some jurisdictions in Australia, to some degree health promotion has been excised from
the acute care system, and established in organisations such as VicHealth in Victoria.
This statutory body was originally funded from taxation on tobacco products, and while not
set up in all states, foundations such as these are described by some authors as an
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effective model to draw together the government, non-government and private sectors in
the leadership and funding of health promotion (Wise 2008).

Overseas, some countries

have public health agencies such as the Public Health Agency of Canada (Butler-Jones
2007), Health Scotland (Wimbush, Young & Robertson 2007) and Public Health
Copenhagen (Nielsen, Knudsen & Finke 2008). In the USA, “fourth sector” structures are
emerging of new not-for-profit organisations established for the purpose of health
improvement activities across the public and private sectors (Lake & Peterson 2002).
However, NSW has a unique health care delivery infrastructure, with AHSs that contain
population health divisions, incorporating health promotion units. NSW needs a model
that, while separating health promotion from acute care, maintains a central agency with
regional delivery infrastructure.

To make health promotion more important, one model may be the establishment of a
separate agency responsible for prevention. This was raised by two informants in this
study. The function of the separate agency could be health promotion, or it could bring
together a range of human service functions where the focus is on prevention.

Key

determining factors for a health promotion agency, versus a human services agency
focused on prevention, would be the need to garner a sufficient budget to make a standalone agency viable, as well as ensuring synergism between prevention activities should
they be brought together.

Another consideration in the design of such an agency is the degree to which its focus is
on upstream determinants of health, or a more risk factor-based approach.

Other

countries have grappled with this issue. For example, Sweden has moved away from a
health problems or diseases approach, to health determinants (Lundgren 2008). A human
services agency focused on prevention could arguably seek to have a greater focus on the
upstream determinants of health, such as education, housing and employment. These
social determinants are well recognised as lying outside the health care and behavioural
risk arenas, but are prime contributors to the realisation of health (Raphael & Bryant
2006a).

Achieving improvements in the population’s health is inherently a multi-

institutional endeavour (Mays 2002), and hence a prevention agency may be able to draw
together some of those required institutional functions.

Caution would need to be

exercised in defining prevention or health promotion too broadly, however, as it could lose
practical meaning (Mechanic 2003).
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A more narrowly focused health promotion agency would be more likely to focus on key
risk factors, or as described previously, a health problem or disease approach.

The

determination of which type of agency would be preferable and more likely to be
successful would largely depend on the philosophies of the Government of the day, and
the funding streams available. It is recognised that political and economic forces shape
the quality of the social determinants of health and state receptivity to these ideas (Bryant
2006; Raphael & Bryant 2006b).
The roles of the central agency could be similar to the current remit of the Department of
Health and include functions such as policy, legislation, program design, funding,
workforce development and capacity-building, research, performance monitoring (including
population health and program measures) and overall evaluation.

The regional

infrastructure would deliver the agreed programs, provide performance data, and establish
local partnerships to ensure programs were delivered in a manner sensitive to local
community needs.

To thrive in the political environment, the prevention agency would need to be established
under its own act, and be responsible to a Government Minister. Mechanic (2003) has
also suggested that institutional arrangements are important in defining what voices are
heard at the policy table, and that for an agency with health promotion as its mission, a
budgeted infrastructure and a legislative constituency is required. There are examples of
single-issue agencies in NSW: for example, the NSW Cancer Institute was established
under the Cancer Institute NSW Act 2003 and reports to the Minister Assisting the Minister
for Health (Cancer). Another example is the NSW Food Authority, which was established
in 2004, and took responsibilities from a range of Government agencies including NSW
Health. The Authority reports to the Minister for Primary Industries.

A prevention agency would seemingly complement the current reforms to the health
system. Nationally, the establishment of a National Preventive Health Agency is being
attempted. However, a key flaw is that this Agency has no delivery infrastructure. In
NSW, a centralised prevention agency could be built upon the relevant functions already
established in the NSW Department of Health, and the delivery arm built upon the relevant
functions (albeit separated) of AHSs.
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An alternative to a separate government agency could be attaching the health
promotion/prevention function to the reformed health system under the Council of the
Australian Governments (COAG) agreed National Health and Hospital Network (COAG
2010b). Within this agreement, in addition to local hospital networks (LHNs), primary
health care organisations (PHCOs) are also being established. While the details of the
structure and function of the PHCOs is still being developed, state health departments will
be able to purchase services from them (COAG 2010b).
Hence, health promotion and prevention could be developed in a purchaser/provider
model. In this model, the NSW Department of Health would outline a range of programs it
sought to be delivered, and purchase these from PHCOs. This model could also be
expanded to other non-government organisations (NGOs) with the ability to deliver
relevant services. This purchasing of services is in line within a shift towards contractual,
tied funding programs with governments that the health sector has been experiencing
(Carey & Braunack-Mayer 2009).

The current study did, however, find minimal support

for a greater use of NGOs.
The success of the PHCO/NGO model would greatly depend on the other functions of the
PHCO. If they are conceived as general practice-focused organisations, they are unlikely
to possess the necessary skills to deliver population based programs, as their skills would
be focused around single client interactions.

A purchaser/provider model is also more likely to suit a risk factor based-approach. The
risk factor frame is the predominant frame currently used by politicians, central agencies,
governments and funding bodies in Australia, as demonstrated by the current national
health priorities (AIHW 2010), the remit of state and territory health promotion functions
(Herriot & Desmarchelier 2004), earlier COAG health reforms for health promotion
(Department of Health & Ageing 2006; COAG 2007) and the health issues to be covered
by the proposed National Preventive Health Agency (National Preventive Health Taskforce
2009). This would not mean that an upstream approach is abandoned, but would require
risk factor-based approaches to ensure they are equity-focused and appropriately mindful
of the social determinants of health. Some time ago, Clayton (1993) pointed out that
health promotion units need to accept that there are limits on what they can achieve, and
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that there may not necessarily be a gap between socioeconomic- and lifestyle-change
approaches.

Finding the ideal situation may not be an “either/or” model. While the risk factor approach
remains dominant, it may be appropriate to combine a purchaser/provider model with an
overarching prevention agency. The central prevention agency could be responsible for
the cross-sectoral work required to influence the upstream determinants of health, and
could simultaneously purchase risk factor-based programs (which is where the current
funding sources are targeted). This would leave the central prevention agency to focus on
social policy and legislative issues, and have the local-level health promoters delivering
agreed programs.

This is arguably building on the strengths of local-level health

promotion, as other authors have described the incapacity of regional health authorities to
affect the broader determinants of health (Anderson et al. 2008). Further, this would seem
to fit within the notion of strategic management, which does not just focus on command
and control; rather, it applies a mix of methods to bring about sustainable results (Gallop
2007).

Regardless of the model chosen, whether a separate agency, a purchaser/provider model
or some combination of the two, the recent reforms to Australia’s health system agreed on
by the COAG in April 2010 provide a unique opportunity for health promotion within the
reform specifically of the NSW health system. Within the COAG National Health and
Hospitals Network Agreement (NHHN), the roles and responsibilities for “community health
promotion and population health programs including preventive health” are yet to be
determined, and require a recommendation to be put to COAG (COAG 2010b, p.26). This
provides an excellent stimulus for the NSW Government to reconsider and reconfigure
health promotion and prevention within a reformed health system.

5.5.2

Implication Two: Standard Programs

As described earlier in this chapter, to hold an organisation and individual staff to account
for the delivery of a state or national health promotion or prevention policy objective
requires more than just a statement of the policy outcome (such as reduced overweight
and obesity, or risk drinking levels). This study has found that such targets are inadequate
drivers of performance.

What is required are clearly spelt-out roles, tasks and

responsibilities.
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To clearly spell out health promotion or the prevention field’s role more broadly requires a
defined and agreed set of programs that health promotion units deliver. In NSW, each
AHS can design and deliver at its discretion any health promotion program targeting the
priority health issues, such as overweight and obesity, smoking or falls prevention for
example. There are funded state-wide programs that AHSs can participate in, but this is at
their choice. Hence, from a high-level perspective, there is no core set of health promotion
programs that are delivered across NSW. From a management perspective, this leads to
part of the organisation being ill-defined, and infinitely harder to hold to account. It also
means that one AHS is not comparable to another, and hence health promotion is
essentially excluded from performance-monitoring frameworks, which are about identifying
problems and triggering management responses.
Health promotion staff in this study expressed a desire for flexibility and innovation. But at
what price do flexibility and purported innovation come? It is difficult to determine if the
flexibility is required to meet the policy outcomes, or whether it is just more interesting for
an individual staff member to design whatever program suits them. Regardless, there is a
key government principle at stake: that the residents of NSW, regardless of their location,
should expect the same access to services with the same outcomes across the state.
Delivering the same service does not mean that local programs are not tailored to meet
the needs of the community. Local tailoring of a service is entirely appropriate to ensure
local programs are relevant and accessible to the surrounding population. For example,
the same state program could be tailored depending on local variations in language
proficiency, transport accessibility and age. This study found, for example, that NSCCAHS
had taken a decision to disinvest in falls prevention programs, despite this being an
articulated priority of the State Health Plan. However, this means that an elderly resident
in NSCCAHS will not have access to the falls prevention programs that may be offered in
other parts of the state.
Having an agreed, core set of health promotion programs is necessary to overcome the
other key policy implementation failures associated with the lack of a performancemonitoring framework and funding accountability. In addition, health promotion should not
be exempt from a fundamental principle of government: that residents should expect equal
access to government programs regardless of locality, as far as possible. This does not
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imply that health promotion efforts at the local level are not tailored to meet the specific
needs of the local community; rather, such tailoring would be required to ensure the
successful implementation of state programs through the aforementioned prevention
agency.
It is recognised however, that ‘buy-in’ from the implementers with regard to the standard
programs, would still be required to encourage the necessary change. There may also be
some scope to incentivise the deliverers - to maintain their engagement. Buy-in could be
facilitated by ensuring that those responsible for local delivery are part of the process to
select the standard program, and are well apprised of the evidentiary basis for the
selection of particular programs. To fulfill the apparent desire for flexibility and innovation,
financial incentives may be possible – where by success in delivering the standard set of
programs is rewarded financially to trial or pilot innovative programs of their choice.

5.5.3

Implication Three: A Revised Performance-Monitoring Framework

The current NSW Health Performance Management Framework (NSW Health 2009d)
currently excludes key State Plan target areas, such as illicit drug use, overweight and
obesity and alcohol use. As argued in this chapter, this is because the indicators for these
programs areas are population-level outcomes, and do not necessarily reflect the
performance of the service. This emphasis on performance inevitably skews policy and
practice to that which is easily measured (W ills, Evans & Samuel 2008).

In other

countries, because success in population health is difficult to measure and often not visible
to the public or elected officials, local health authorities have found their funding decreased
(Pierce & Blackburn 1998).
To get noticed, health promotion and prevention needs to include measures that indicate
performance of the unit, service or AHS that delivers the programs. These will necessarily
sometimes be program outputs and outcomes – not population health outcomes. Such
program outputs and outcomes can only be designed when the same programs are being
delivered across the state. These measures would consider factors such as program
access, reach, client satisfaction, and client outcomes. The measures could then be
aggregated for a unit, service or AHS, and be meaningfully compared across the state.
Consideration would also need to be given to measures such as health literacy, self
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confidence, attitudes, and measures of social mobilisation such as public opinion
(Nutbeam 1996).

It is recognised that best-practice health promotion programs would already be collecting
these types of data.

However, they are not included in the state-wide performance-

monitoring framework. There is a need to establish a revised performance-monitoring
framework that includes program outputs and outcomes and that is tied to the
establishment of consistent delivery of programs across the state. DeGroff et al. (2010)
provide a range of strategies to try and address the challenges in performance
measurement, such as development of logic models, analytical methods to account for
moderating factors; and inclusion of process, immediate and intermediate measures for
example.
Other authors have suggested that measurable health goals would increase accountability,
require allocation of scarce resources, and constitute a risk to government leadership if
targets are not met (Chomik & Frankish 1999). The risks of target setting would, however,
also need to be kept in mind; these risks include a focus on things which are easily
measurable, complacency by providers who already achieve upper limits, the skewing of
local priorities and insufficient attention to health inequalities (Elkan & Robinson 1998).

5.5.4

Implication Four: Funding Transparency and Accountability

This study illustrated the lack of mechanisms in place to appropriately track and account
for funds being spent on prevention or particular health promotion priorities in NSW.
Implementing standard programs with standard performance measures will provide a
system-level perspective of what is being done and achieved. The third required aspect is
how much is being spent.

This would provide not only information about financial

efficiency against defined programs, but greater accountability and transparency to ensure
that funds earmarked for health promotion and prevention are spent on it appropriately.
To do this would require the prevention agency, if established, or NSW Health, instituting a
chart of accounts that has the flexibility to change as strategic priorities change, as well as
going into greater program detail.
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5.6

RECOMMENDATIONS

This section now turns to the recommendations based on the findings and implications of
this study. The first set of recommendations is higher order. They are ambitious, and
relate to NSW capturing the opportunity provided by the COAG reforms to reinvent health
promotion and prevention.

The second set of recommendations is lower-order: basic recommendations regarding the
implementation of state health promotion policies within AHSs. These may be useful
recommendations should NSW Health, through the COAG reforms, fail to implement
significant changes to the way health promotion is configured and delivered in NSW. They
are, however, also relevant to the operational activities of the prevention agency, should it
be implemented.

The final set of recommendations reflects opportunities for the conduct of similar research
in the future.

5.6.1
1.

Recommendations to Enhance the Delivery of Health Promotion
The NSW Government should move the responsibility for health promotion from
the NSW Department of Health and Area Health Services to a prevention
agency, which would deliver relevant health promotion functions, or relevant
human services prevention functions.

2.

The agency should be established under a relevant Act of Parliament and
receive the support of its own Minister.

3.

The role of this agency would be to deliver the centrally required health
promotion functions such as planning, policy, and legislation/regulation, and
(where appropriate) purchase program-delivery infrastructure from the existing
government delivery infrastructure or other organisations, but would rollout
consistent programs across the state.
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4.

The performance-management framework for the agency should include
program outputs and outcomes, as well as indicators based on population
health risk factors.

5.

The agency should operate with a discrete budget attached to specific functions
and programs, with a chart of accounts that makes it easy to identify the
efficiency of functions, services and programs being delivered in line with
organisational goals.

Alternatively or in combination, the NSW Government could seize the opportunity provided
by the COAG Health Reforms to reconfigure the delivery of health promotion and
prevention in NSW through:
6.

Establishing a purchaser/provider model through the primary health care
organisations and other non-government organisations.

5.6.2

Recommendations to Enhance State Health Promotion Policy in NSW

The following are relatively basic recommendations to enhance the implementation of
State Government and State Health Department policy implementation with respect to
prevention and health promotion.

These should be implemented by the prevention

agency, and if that is not established, the NSW Department of Health:

1.

Policies should clearly articulate the relative priority of the various targets.

2.

Policies should continue to articulate the importance of prevention and health
promotion.

3.

Mechanisms for greater intersectoral ownership of health issues should be
established as part of the policy implementation process.

4.

The performance-monitoring framework for prevention and health promotion
should be revised to include a focus on program outputs and outcomes (in
addition to population health risk factors).
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5.

The prevention agency or the NSW Department of Health should encourage
more logical planning processes based on program logic models.

6.

The prevention agency or the NSW Department of Health should ensure the
delivery of consistent health promotion programs across the state or AHSs.

7.

Policies should continue to provide a focus on key health issues.

8.

Health promotion policies should come with increased and stable funding, and
assigned a workforce of sufficient size and skills to deliver the desired
outcomes.

9.

Funding for prevention and health promotion activities needs to be clearly
identifiable, and a revised chart of accounts reflective of strategic priorities
needs to be implemented.

5.6.3

Recommendations for Future Research

This final set of recommendations reflects opportunities for the future conduct of research
similar to this study. Opportunities are provided by potential variations in the focus of
future studies to determine what is unique to this research, methodological enhancements
and the use of other conceptual models.

Replication/Comparative studies
1. This study should be replicated in the other states and territories that have state
plans but different organisational arrangements. This would assist in identifying
factors that are unique to NSW or may be linked to varied organisational
arrangements that exist elsewhere. Comparisons could be made regarding factors
such

as

implementation

style,

institutional

arrangements,

governance

arrangements, and centralised versus de-centralised approaches.
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2. This study should be replicated in NSW, in: 1) an area of the health system that is
considered to be a priority, for example elective surgery or emergency
departments; and/or 2) a small, specific stream such as dental or sexual health, for
the purpose of comparing or contrasting the results. This would assist in identifying
the factors that are linked to the particular health issue, or the perceived
importance of it, versus those that may be unique to health promotion.

3. This study should be replicated in a non-health-related field (for example another
area of social services) that is perceived to be marginalised. This would assist in
identifying factors unique to the health system versus other Government portfolio
areas.

4. Future studies should use this study as a baseline and monitor changes over time,
particularly in light of the new health reforms.

The quantitative information

regarding financial data and performance indicators would be particularly suited for
this purpose.

Methodological and conceptual opportunities
5. Future research should build upon the three streams model of policy, process and
resources,

and

seek

to

conceptualise

and

capture

system-level

policy

implementation barriers beyond the three streams.

6. Future research should explore methods that overcome the barriers associated
with workplace-based research and contribute to the building of methodology in
this field.
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5.7

POST-SCRIPT: COMMENTS IN LIGHT OF THE REVISED STATE PLAN

It was briefly mentioned in the first chapter that the NSW Government released a revised
State Plan in March 2010. This has not been considered in this study, as it was after the
timeframe that was the subject of this research. It is, however, interesting to note a key
change in the revised 2010 State Plan. Unlike the 2006 State Plan, where there was a
specific focus on prevention and early intervention and a target for prevention activities,
there is no such focus in the revised 2010 State Plan.
The 2010 State Plan does maintain the priority areas and associated targets of overweight
and obesity, risk drinking, illicit drug use and smoking – under a banner of “Promote
Healthy Lifestyles” (NSW Government 2010, p.30). There is no commentary in either the
2010 State Plan or the associated website describing why the prevention focus has
disappeared. A revised, or updated, State Health Plan is yet to be released.
Considering the recommendations that are made in Section 5.6 regarding state health
promotion policy, it is apparent that these are just as applicable to the 2010 State Plan as
they are to the 2006 State Plan. There is no evidence that the revised State Plan is an
improvement upon, or any more likely to be implemented as intended than the previous
Plan. Further, the new plan’s lack of focus and clear commitment to prevention and early
intervention is likely to make efforts in this regard even more challenging. Consequently,
the recommendations regarding the need for a stand-alone agency with a focus on
prevention are even more pertinent in the current climate.
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A2.2: Participant Information Sheet

295

296

297

APPENDIX 3: PARTICIPANT CONSENT FORM
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APPENDIX 4: CONCEPTUAL FRAMEWORK FOR DEVELOPING INTERVIEW QUESTIONS
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AIMS:
•To appraise and critically review the implementation of the health promotion components of the State/Health Plan in
NSW AHSs.
• To identify what has facilitated implementation within NSW AHSs.
• To identify what has hindered implementation within NSW AHSs.
• To appraise and critically review differences and similarities between NSW AHSs with regards to the above.

RESEARCH QUESTIONS:
• What did AHSs do in anticipation of the release of the State/Health Plan? *
• What changes have AHS made in regards to budget, staffing, programming and other resources in response to the
State/Health Plan? *
• What factors have assisted implementation within NSW AHSs?
• Are these factors internal or external to the AHSs?
• Could these factors have been enhanced further to improve implementation?
• What factors have been barriers to implementation within NSW AHSs?
• Are these factors internal or external to the AHSs?
• How could these factors have been avoided or reduced?
• What are the differences and smilarities between AHSs in regards to implementation,
supportive factors and barriers?
• What characteristics of AHSs appears to be relevant to implementation?

GENERAL QUESTIONS*:
• What did your AHS do in anticipation of the release of the State/Health Plan?
• What do you think of the State/Health Plan?
• What features of the AHS have influenced your response?
• Did you produce any local documents plans?
• In your view, how did the Department approach implementation of the State/Health Plan?
• What support did the Department provide?
• What would you advise the Government to do differently?
• What problems has the State/Health Plan created in your organisation?
• What positive aspects has the State/Health Plan created for your organisation?
• Can you sum up how things have changed since the release of the Plans?
• Anything else you would like to add?
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APPENDIX 5: SEMI-STRUCTURED INTERVIEW GUIDE
Introductory Questions
1. How important is prevention / health promotion (in general) seen by the AHS?
Why/Why Not?
2. How far have the State Plan/State Health Pan assisted with focusing on health
promotion / prevention in general?
The State Plan sets targets for specific issues of obesity, illicit drug use, smoking
and risky alcohol drinking. The State Health Plan includes further targets relating
to issues such as falls prevention, immunization etc.
a) What do you think of the specific State Plan health promotion components?
b) What do you think of the specific State Health Plan health promotion
components?
3. a) Have you been able to invest in health promotion / prevention in general
sufficiently? Why/Why Not?
b) What about investment in any of the specific State Plan or State Health Plan
issues? Why/Why Not?
Questions regarding the development of the Plans/State Plan
Interview Question
4. How did the Department approach the development of the Plan/s?
5. How much were you aware of/involved in the development of the State Plan / State
Health Plan?
6. Did the AHS revisit any planning or strategic directions in light of the plans,
particularly in relation to the specific health promotion components?
Implementation of the Plans
7. In your view, how did the Department approach the implementation of the
State/Health Plan?
8. What has your AHS done to implement the State Plan / State Health Plan specific
health promotion components?
9. Has your AHS been able to follow the framework set by the directions/targets in the
State Health Plan? Why/Why Not?
10. Has there been any change in your relationships with other key stakeholders, eg
other government agencies or local partners, due to the State Plan or State Health
Plan directions?
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Directions / Targets within the Plans
11. Should the specific health promotion directions or the targets (eg obesity, smoking,
illicit drug use, risky drinking) within the State / State Health Plan have been
different? Why/Why not?
12. To what extent have local issues been displaced by State Directions//Targets, or
vice versa?
13. How does the AHS review its performance in relation to the key targets?
Workforce
14. Has your AHS made any changes from a structural perspective in response to the
Plans? Why?
15. Has your AHS had to implement any specific training or workforce development
strategies in order to implement the directions set by the Plans? If yes, what?
Resources
16. Have financial/allocation or disinvestment decisions been made with the Plans in
mind? Is there any evidence to support this?
17. How does your AHS ensure that funds allocated for health promotion / prevention
are spent on these activities?
18. What is your average annual spend on health promotion activities?
19. Do additional funds from the Department increase the spend on health promotion
in the AHS? Can you think of a specific example?
20. Do you know the investment in health promotion / prevention compared to other
activities proportionally?
Concluding Questions
21. Can you sum up how things have changed since the release of the State/Health
Plan?
22. Do you think there is a better way to implement health promotion in NSW,
compared to the current Departmental direction setting/funding role, and local AHS
implementation?
23. Anything else you would like to add?
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APPENDIX 6: SPREADSHEET OF PERFORMANCE INDICATORS
The following is a sample of the spreadsheet that recorded all AHS performance indicators between 2004/5 to 2007/8. The following
only represents the health promotion/prevention indicators for the 2004/5 year. The entire spreadsheet contained all AHS indicators,
including those not related to health promotion/prevention for all years. (SP = State Plan)

F/Y
04/
05

State-wide Infant Hearing Screening Program

OM Screening (Aboriginal children)

Families First Universal Home Visits Received within 2
weeks of the birth

Families First Universal Home Visits Offered

Infants Fully Immunised

Low birth weight babies (Aboriginal and Non Aboriginal)

First Antenatal Visit (< 20 wks, Aboriginal & Non
Aboriginal)

Breast cancer screening

Immunisation (65 + Pneumococcal)

Immunisation (65+ influenza)

Fall Injuries (male and female)

Potentially Avoidable Mortality (persons aged 75 and
under)

Vegetables (recommended daily intake %)

Fruit (recommended daily intake %)

Physical Activity (adequate %)

Overweight or Obese (%)

Smoking (daily or occasionally %)

Alcohol (risk drinking behaviour %)

To Keep People Healthy, Healthier People, Population Health, Aboriginal Health
SD 1 - Make Prevention Everybody's Business, and SD 3 Strengthen Primary Health and Continuing Care in the Community, and SD 4 - Build
Regional and Other Partnerships for Health

Goal
Area

Indicators

Prior
to SP
After
SP

AHS
SSW

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

NSCCAHS

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

HNE

ü

ü

ü

ü

ü

ü

ü

ü

ü

SESI

ü

ü

ü

ü

ü

ü

ü

ü

ü

SW

ü

ü

ü

ü

ü

ü

ü

ü

ü

NC

ü

ü

ü

ü

ü

ü

ü

ü

GS

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

GW

ü
ü

ü
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APPENDIX 7: INTERVIEW & FOCUS GROUP TRANSCRIPT CODEBOOK
Theoretical
Domain

Concept

Variable
#

Variable

Categories

Importance of health
promotion
Qualification of
importance as one
part of system
Clinical engagement
with prevention

Important or not
important

Requirement for
flexibility
Pressure to focus on
acute

Expressed desire for
flexibility
Identified pressure of
acute system

Coding
Symbol

Tier 1/2

Tier 2/3

Finance

Focus
Group

POLICY
Shared Vision
1.1

1.2
1.3

1.4
1.5

Expresses a
qualification
Clinicians are
engaged

(üor û)
(üor û)
(üor û)
(üor û)
(üor û)

Targets / Measures / Indicators
2.1

2.2

General agreement
Inherent problem in
population health
indicators

State Plan Development Process
Community
3.1
consultation process
3.2

Written consultation

Agree
Identified inherent
problem/s with
indicator/s

Identified community
consultation process
Identified opportunity
for written comment

(üor û)

(üor û)

(üor û)
(üor û)
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Theoretical
Domain

Concept

Variable
#

3.3
3.4

Variable
Participated in
consultation process
Satisfied with
development process

Categories
Participated in a
consultation process
personally

Coding
Symbol

Tier 1/2

Tier 2/3

Finance

Focus
Group

(üor û)

Yes or no

(üor û)

Agree or disagree

(üor û)

Yes or no

(üor û)

Yes or no
Enhanced - yes or
no

(üor û)

Yes or no
Yes or no

(üor û)
(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

PROCESS
Feasibility
5.1
5.2

Able to be followed
Already following
directions

Changes due to State Plan
Plays a supportive
5.3
role / advocacy tool
5.4

Relationships

Implementation processes
Undertook a mapping
5.5
Process
5.6
Realigned indicators
Funding is tied to
5.7
indicators/ targets
Performancemanagement process
5.8
in place
Made structural
changes
5.9

(üor û)
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Theoretical
Domain

Concept

Variable
#

5.10

Variable
Implemented
workforce
development

Categories

Coding
Symbol

A lot (1), some (2), or
none (3)

1, 2 or 3

Tier 1/2

Tier 2/3

Finance

Focus
Group

Departmental Implementation Requirements

5.11

Strategic plan

5.12

Performance
monitoring

5.13
5.14

Resource allocation
Department following
own direction

Identified
requirement for
strategic plan
Identified
performance
monitoring
Identified resource
allocation to specific
priorities

(üor û)

(üor û)
(üor û)

Yes or no

(üor û)

Increasing,
decreasing or steady

(+, -, or
~)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

RESOURCES
Allocation / Expenditure
6.1

6.5

Trends over time
Allocation towards
priority areas
Competing priorities
present
Funds are ringfenced
Knowledge of
investment

6.6

Enhanced investment

6.2
6.3
6.4
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Theoretical
Domain

Concept

Variable
#

6.7

Variable
in particular areas
Resources are
sufficient

Categories

Coding
Symbol

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Yes or no

(üor û)

Tier 1/2

Tier 2/3

Finance

Focus
Group

Staffing
6.8
6.9

Staffing levels have
changed generally
New staffing tied to
particular initiatives

SUMMARY OF CHANGE
7.1
7.2

Substantial Change
Greater advocacy /
strengthening

OPPORTUNITY FOR IMPROVEMENT
Centralisation
Prefer flexible
approach
8.1
Not possible due to
local level
8.2
engagement required
Not possible due to
local level knowledge
8.3
required
Desire greater
8.4
consistency
Non-Government Organisations
Agree with greater
8.5
use of NGOs
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APPENDIX 8: SUMMARY OF THE ANNUAL REPORT ANALYSES FOR ALL AHS
A8.1: Summary of the Results from the template analysis of AHS Annual Reports for the 2004/2005 Financial Year
POLICY
Shared
Vision

Monitoring/
Performance
Management

Targets

AHS
SSW

û

34%

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
71%

NSCC

ü

34%

HNE

û

GW

CE
mention

Proportion
of health
promotion/
prevention
indicators

PROCESS

Indicates
target being
met or not

Feasibility

Alignment of
strategies

RESOURCES
Human

Human

Resource
Allocation

Resource
Allocation

Proportion
health
promotion /
prevention
workforce

Training
initiatives

Proportional
allocation
(%)

Future
funding

ü

P

û

û

0.84

û

79%

ü

û

û

û

0.74

û

42%

69%

û

û

û

û

0.82

û

û

54%

71%

ü

û

û

û

2.15

û

Mean

41%

75%

SW

ü

40%

75%

ü

û

û

û

4.63

û

SESI

û

47%

75%

û

û

û

P

2.16

û

NC

ü

35%

69%

û

û

û

û

2.05

û

GS

û

37%

77%

û

û

û

û

0.43

û

Mean

40%

74%

Mean

Mean

1.14

2.32

The AHSs included in the sample are shaded in grey. (A þ indicates that the variable was present/identified, and ý indicates that it was not present/found.
A “P” indicates that this variable was considered to be partially present).
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A8.2: Summary of the Results from the ‘template’ analysis of AHS Annual Reports for the 2005/6 Financial Year
POLICY
Shared
Vision

Monitoring/
Performance
Management

Targets

AHS
SSW

û

37%

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
80%

NSCC

û

38%

HNE

ü

GW

CE
mention

Proportion
of health
promotion/
prevention
indicators

PROCESS

Indicates
target being
met or not

Feasibility

Alignment of
strategies

RESOURCES
Human

Human

Resource
Allocation

Resource
Allocation

Proportion
health
promotion /
prevention
workforce

Training
initiatives

Proportional
allocation
(%)

Future
funding

ü

P

û

û

1.57

û

73%

ü

ü

û

û

1.14

û

41%

61%

û

û

û

û

1.10

û

û

39%

77%

û

û

û

û

2.14

û

Mean

40%

76%

SW

û

31%

78%

û

û

û

û

4.53

û

SESI

û

40%

75%

û

û

û

û

0.96

û

NC

ü

42%

73%

û

û

û

û

2.51

û

GS

û

48%

71%

û

û

û

û

0.47

û

Mean

40%

74%

Mean

Mean

1.49

2.12

The AHSs included in the sample are shaded in grey. (A þ indicates that the variable was present/identified, and ý indicates that it was not present/found.
A “P” indicates that this variable was considered to be partially present).
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A8.3: Summary of the Results from the ‘template’ analysis of AHS Annual Reports for the 2006/7 Financial Year
POLICY

Shared Vision

PROCESS
Monitoring/
Performance
Management

Targets

RESOURCES

Feasibility

Human

Human

Resource
Allocation

Resource
Allocation

Indicates
target being
met or not

Alignment
of
strategies

Proportion
health
promotion
/
prevention
workforce

Training
initiatives

Proportional
allocation
(%)

Future
funding

ü

P

û

û

1.51

û

State
Plan

State
Health
Plan

CE
mention

AHS
SSW

û

ü

ü

37.5%

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
100%

NSCC

û

ü

û

34%

100%

û

û

û

û

1.09

ü

HNE

ü

ü

ü

43%

100%

û

û

û

û

0.87

û

GW

û

ü

û

39%

100%

û

û

û

û

2.21

ü

Mean

39%

100%

Proportion
of health
promotion
/
prevention
indicators

Mean

1.42

SW

û

ü

û

36%

100%

û

û

û

û

4.23

û

SESI

ü

ü

û

29%

100%

ü

P

û

û

0.92

û

NC

û

ü

ü

35%

100%

û

û

û

û

2.37

ü

GS

û

ü

û

38%

100%

û

P

û

û

1.22

û

34.5%

100%

Mean

Mean

2.18

The AHSs included in the sample are shaded in grey. (A þ indicates that the variable was present/identified, and ý indicates that it was not present/found. A
“P” indicates that this variable was considered to be partially present).
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A8.4: Summary of the Results from the ‘template’ analysis of AHS Annual Reports for the 2007/8 Financial Year
POLICY

Shared Vision

PROCESS
Monitoring/
Performance
Management

Targets

Feasibility

Human

Human

Resource
Allocation

Resource
Allocation

Indicates
target being
met or not

Alignment
of
strategies

Proportion
health
promotion
/
prevention
workforce

Training
initiatives

Proportional
allocation
(%)

Future
funding

ü

û

û

û

1.44

û
û

û
û

û
û

1.01
1.02

û

û

û

2.35

State
Plan

State
Health
Plan

CE
mention

û

ü

ü

36.4%

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
100%

ü
ü

ü
ü

37%

100%

HNE

û
ü

46%

100%

û
û

GW

û

ü

û

34%

100%

ü

Mean

38%

AHS
SSW
NSCC

Proportion
of health
promotion
/
prevention
indicators

Mean

û
û

1.45
4.24

ü

ü

0.90

û

û

û

û

û

1.98

û

û

P

û

û

1.88

û

32%

100%

ü

P

SESI

ü
ü

34%

100%

ü

NC

û

ü

ü

35%

100%

GS

û

ü

ü

37.5%

100%

35%

û

û
û

ü
ü

Mean

û

û
û

û
û

SW

RESOURCES

Mean

2.25

The AHSs included in the sample are shaded in grey. (A þ indicates that the variable was present/identified, and ý indicates that it was not present/found. A
“P” indicates that this variable was considered to be partially present).
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APPENDIX 9: AHS ANNUAL REPORT ANALYSIS TABLES
A9:1 Summary of HNEAHS Annual Reports Prior to and After the State Plan and State Health Plan
POLICY
Shared
Vision

Targets

Fin.
Year

Proportion
of health
promotion/
prevention
indicators

CE
mention

42%
41%

û
ü

04/05
05/06

PROCESS
Monitoring/
Performance
Management

State Plan /State
Health Plan
aligned health
promotion/
prevention
indicators
69%
61%

Feasibility

Indicates
target being
met

Alignment of
strategies

û
û

û
û

POLICY
Shared Vision

State
Plan

State
Health
Plan

CE
mention

06/07

ü

ü

ü

43%

State Plan
/State
Health
Plan
aligned
health
promotion
/
prevention
indicators
100%

070/8

ü

ü

ü

46%

100%

Year

Proportion
of health
promotion
/
prevention
indicators

Human

Human

Resource
Allocation

Resource
Allocation

Proportion
health
promotion /
prevention
workforce

Training
initiatives

Proportional
allocation
(%)

Future
funding

û
û

û
û

0.82
1.10

û
û

PROCESS

Targets

Fin.

RESOURCES

RESOURCES

Monitoring/
Performance
Management

Feasibility

Human

Human

Resource
Allocation

Resource
Allocation

Indicates
target being
met

Alignment
of
strategies

Proportion
health
promotion /
prevention
workforce

Training
initiatives

Proportional
allocation
(%)

Future
funding

û

û

û

û

0.87

û

û

û

û

û

1.02

û
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A9.2: Summary of the HNEAHS Annual Report for 2004/5
Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

û

Health
promotion
indicators
Alignment of
indicators

What proportion of indicators
relate to health promotion /
prevention?
What proportion of the health
promotion/prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State Plan
targets are not being met?

42%

13 out of 31.

69%

9 out of 13.

û

No.
Provides trend data and compares to
the state trend. Does not state the
actual target.

Strategies to
address
performance

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

Minimally. Mentions a few initiatives
in a very limited way.

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?

û

No.

Shared Vision

POLICY
Targets

Monitoring /
Performance
Management

PROCESS

Feasibility

Human

Clarity of
reporting

Extract/example from Annual
Report
No.
Issues mentioned include:
amalgamation, staff, recruitment of
medical specialists, and service
improvement.
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Theoretical
Domain

Concept

RESOURCES

Resource
Allocation

Variable

Evidence in Annual Report

Value

Is there any mention of
specific health promotion /
prevention training initiatives?

û

Support for
the workforce

What proportion of total budget
is allocated to relevant
program areas
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

0.82%

Investment in
health
promotion
Investment in
health
promotion into
the future

û

Extract/example from Annual
Report
No.

NCOS = $988,167,000
Population Health NCOS =
$8,112,000
None.
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A9.3: Summary of the HNEAHS Annual Report for 2005/6
Theoretical
Domain

POLICY

Concept

Variable

Evidence in Annual Report

Value

Is there mention of health
promotion / prevention issues
in CE’s report?

ü

Shared Vision

Importance of
health
promotion

Health
promotion
indicators
Alignment of
indicators

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion/prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State Plan
targets are not being met?

41%

Extract/example from Annual
Report
Yes.
Two issues mentioned: Smokefree
Health Service and immunisation.
Other issues include: staff, budget,
and service redesign.
11 out of 27.

61%

8 out of 13.

û

No.
Provides trend data but does not state
a target.

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

No.
Provides a limited number of case
studies.

Targets

Monitoring /
Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

Extract/example from Annual
Report
No.

û

No.

What proportion of total budget
is allocated to relevant
program areas
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

1.1%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

û

NCOS = $1,129,966,000
Population Health NCOS =
$12,412,000
None.
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A9.4: Summary of the HNEAHS Annual Report for 2006/7
Theoretical
Domain

Concept

Shared Vision
POLICY

Targets

Variable

Evidence in Annual Report

Value

Extract/example from Annual Report

Relevance of
State Plan

Does the document refer to
the State Plan?

ü

Relevance of
State Health
Plan

Does the document refer to
the State Health Plan?

ü

Yes.
Specifically refers to the State Plan and
includes a diagram illustrating alignment
between the State Plan priorities, NSW
Health’s Strategic Directions and the
Area’s Objectives.
Yes.

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

ü

Description of
targets

What proportion of indicators
relate to health promotion /
prevention?
What proportion of the health
promotion / prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where state plan
targets are not being met?

43%

Alignment of
targets

Monitoring
/Performance
Management

Clarity of
reporting

100%

û

Yes.
Refers to the Smokefree Workplace
Policy. Other issues include:
redevelopment of facilities, MPSs, and
the sterilizing service.
12 out of 28.

All 12 are aligned. Noting one indicator
not reported against.

No.
Provides trend data but does not
indicate the target.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

PROCESS

Feasibility

Strategies to
address
performance

Available
workforce
Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

Value

Extract/example from Annual Report

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

No.
For example, against the adult obesity
target they refer to programs targeting
children, and in regards to alcohol only
refer to striving to achieve the target
without describing any strategies

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

No.

û

No.

What proportion of total budget
is allocated to relevant
program areas
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

0.87%

û

NCOS = $1,187,434,000
Population Health NCOS = $10,322,000
None.
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A9.5: Summary of the HNEAHS Annual Report for 2007/8
Theoretical
Domain

Concept

Shared Vision
POLICY
Targets

Variable

Evidence in Annual Report

Value

Extract/example from Annual Report

Relevance of
State Plan

Does the document refer to
the State Plan?

ü

Relevance of
State Health
Plan

Does the document refer to
the State Health Plan?

ü

Yes.
Makes reference to reflecting the
priorities identified in the NSW State
plan and being closely aligned with the
State Health Plan.
Yes.

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

ü

Description of
targets

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion / prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where state plan
targets are not being met?

46%

Alignment of
targets

Monitoring
/Performance
Management

Clarity of
reporting

Yes.
Mentions a childhood overweight and
obesity prevention program. Other
issues mentioned include employees,
capital works, and rural issues.
12 out of 26.

100%

All 12 are aligned. Noting one indicator
not reported against.

û

No.
Provides trend data and does not refer
to target.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

PROCESS

Feasibility

Strategies to
address
performance

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

No

û

No.

What proportion of total budget
is allocated to relevant
program areas
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

1.02%

NCOS = $1,351,033,000
Population Health NCOS = $13,762,000

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

Value
û

û

Extract/example from Annual Report
No.

None.
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A9.6: Summary of NSCCAHS Annual Reports Prior to and After the State Plan and State Health Plan

POLICY
Shared
Vision

Monitoring/
Performance
Management

Targets

Fin.
Year

Proportion
of health
promotion/
prevention
indicators

CE
mention

34%
38%

ü
û

04/ 05
05/ 06

PROCESS

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
79%
73%

Indicates
target being
met

ü
ü

Feasibility

Alignment of
strategies

û
ü

POLICY

Shared Vision

06/ 07
07/ 08

State
Plan

State
Health
Plan

mention

Proportion
of health
promotion/
prevention
indicators

û
û

ü
ü

û
ü

34%
37%

CE

Human

Human

Resource
Allocation

Resource
Allocation

Proportion
health
promotion /
prevention
workforce

Training
initiatives

Proportional
allocation (%)

Future funding

û
û

û
û

0.74
1.14

û
û

PROCESS

Targets

Fin.
Year

RESOURCES

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
100%
100%

RESOURCES

Monitoring/
Performance
Management

Feasibility

Human

Human

Resource
Allocation

Resource
Allocation

Indicates
target being
met

Alignment
of
strategies

Proportion
health
promotion /
prevention
workforce

Training
initiatives

Proportional
allocation
(%)

Future
funding

û
û

û
û

û
û

û
û

1.09
1.01

ü
û
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A9.7: Summary of the NSCCAHS Annual Report for 2004/5
Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

ü

Health
promotion
indicators
Alignment of
indicators

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion/prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State Plan
targets are not being met?

34%

Mentions a number of issues including
a childhood obesity program, a
healthy school canteen strategy, falls
prevention, health promotion school
grants and support for breastfeeding.
14 out of 41.

79%

11 out of 14.

ü

Yes.
Includes a baseline, target, result and
state result.

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

Not necessarily.

Shared Vision

POLICY
Targets

Monitoring /
Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance

Extract/example from Annual
Report
Yes.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

Extract/example from Annual
Report
No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

0.74%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

û

NCOS = $1,119,621,000
Population Health NCOS =
$8,269,000
None.
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A9.8: Summary of the NSCCAHS Annual Report for 2005/6
Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

Health
promotion
indicators
Alignment of
indicators

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion/prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where state plan
targets are not being met?

39%

15 out of 39.

75%

11 out of 15.

ü

Yes.
States a baseline, target, and state
result.

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

Not always.

Shared Vision

POLICY
Targets

Monitoring /
Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance

Extract/example from Annual
Report
No.
Issues mentioned include:
amalgamation, budget, clinical
redesign, and capital works.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

Extract/example from Annual
Report
No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

1.1%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

û

NCOS = $1,170,376,000
Population Health NCOS =
$13,328,000
None.

328

A9.9: Summary of the NSCCAHS Annual Report for 2006/7
Theoretical
Domain

Concept

Shared Vision

Variable

Evidence in Annual Report

Value

Relevance of
State Plan

Does the document refer to
the State Plan?

û

No.

Relevance of
State Health
Plan

Does the document refer to
the State Health Plan?

ü

Yes.

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

û

No.
Issues mentioned include:
redevelopment of Royal North Shore
Hospital, Clinical Networks and severe
flu.

Description of
targets

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion / prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where state plan
targets are not being met?

34%

12 out of 35.

100%

All 12. Noting one indicator is not
reported against.

û

No. Only lists results, no targets.

POLICY
Targets

Alignment of
targets

Monitoring
/Performance
Management

Clarity of
reporting

Extract/example from Annual Report
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report
Where there is commentary,
does it appear to align with the
targets (ie do strategies match
indicators)?

None.

Feasibility

Strategies to
address
performance

û

PROCESS

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

1.09%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

Value

ü

Extract/example from Annual Report

NCOS = $1,252,868,000
Population Health NCOS = $13,650,000
Refers to a school based overweight
and obesity program (Live Life Well).
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A9.10: Summary of the NSCCAHS Annual Report for 2007/8
Theoretical
Domain

Concept

Shared Vision
POLICY

Targets

Variable

Evidence in Annual Report

Value

Relevance of
State Plan

Does the document refer to
the State Plan?

û

No.

Relevance of
State Health
Plan

Does the document refer to
the State Health Plan?

ü

Yes.

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

ü

Description of
targets

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion / prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State Plan
targets are not being met?

37%

Yes. Issue mentioned was the Area
going totally smokefree. Other issues
included the Clinical Services Plan,
Stroke Care, and Building Works.
12 out of 33.

100%

All 12.

Alignment of
targets

Monitoring
/Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

Extract/example from Annual Report

~

Only in some instances, but not all.

û

Commentary is provided, however,
often the strategies do not align with the
indicator.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

1.01%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

û

Extract/example from Annual Report

NCOS = $1,336,210
Population Health NCOS = $13,548,000
No.
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A9.11: Summary of SSWAHS Annual Reports Prior to and After the State Plan and State Health Plan
POLICY
Shared
Vision

Monitoring/
Performance
Management

Targets

Fin.
Year

Proportion
of health
promotion/
prevention
indicators

CE
mention

34%
37%

û
û

04/ 05
05/ 06

PROCESS

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
71%
80%

Indicates
target being
met

Feasibility

Alignment of
strategies

ü
ü

06/ 07
07/ 08

State
Plan

State
Health
Plan

CE
mention

û
û

ü
ü

ü
ü

Proportion
of health
promotion
/
prevention
indicators
37.5%
36.4%

Human

Resource
Allocation

Resource
Allocation

Proportion
health
promotion /
prevention
workforce

Training
initiatives

Proportional
allocation
(%) *

Future
funding

û
û

û
û

0.84
1.57

û
û

PROCESS

Targets

Fin.
Year

Human

P
P

POLICY

Shared Vision

RESOURCES

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
100%
100%

Monitoring/
Performance
Management

RESOURCES

Feasibility

Human

Human

Resource
Allocation

Resource
Allocation

Indicates
target being
met

Alignment
of
strategies

Proportion
health
promotion
/
prevention
workforce

Training
initiatives

Proportional
allocation
(%) *

Future
funding

ü
ü

P
û

û
û

û
û

1.51
1.44

û
û
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A9.12: Summary of the SSWAHS Annual Report for 2004/5
Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

Health
promotion
indicators
Alignment of
indicators

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion/prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State Plan
targets are not being met?

34%

Extract/example from Annual
Report
No
Issues mentioned include:
amalgamation, populous area, ethnic
diversity, clinical stream structure,
recruitment, savings, purchasing,
nursing CGU, IIMS, PPU, audits, and
clinical training.
14 out of 41.

71%

10 out of 14.

ü

Yes.
Provides an arrow of what direction it
should be (with the exception of falls;
but provides commentary).

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

Minimally.

Shared Vision

POLICY
Targets

Monitoring /
Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

Extract/example from Annual
Report
No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

0.84%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

û

NCOS = $1,566,468,000
Population health NCOS =
$13,118,000
None.
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A9.13: Summary of the SSWAHS Annual Report for 2005/6
Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

û

Health
promotion
indicators
Alignment of
indicators

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion/prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State Plan
targets are not being met?

37%

Extract/example from Annual
Report
No.
Issues mentioned include:
achievements of the former chief
executive, amalgamation, staff,
surgery program, population growth,
Liverpool redevelopment, mental
health centre, clinical services,
planning exercises, corporate plan,
collaboration with UWS, nursing
recruitment, clinical redesign, patient
flow, and the CGU.
15 out of 41.

80%

12 out of 15.

ü

Yes.
Uses symbols to show either: i) action
required, ii) monitoring required, and
iii) target met or iv) exceeded.

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

No.

Shared Vision

POLICY

Targets

Monitoring /
Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

Extract/example from Annual
Report
No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

1.6%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

û

NCOS = $1,723,062,000
Population Health NCOS =
$26,998,000
None.
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A9.14: Summary of the SSWAHS Annual Report for 2006/7
Theoretical
Domain

Concept

Shared Vision
POLICY

Targets

Variable

Evidence in Annual Report

Value

Relevance of
State Plan

Does the document refer to
the State Plan?

û

No.

Relevance of
State Health
Plan

Does the document refer to
the State Health Plan?

ü

Yes.

Importance of
health
promotion
Description of
targets

Is there mention of health
promotion / prevention issues
in CE’s report?
What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion / prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where state plan
targets are not being met?

û

No.

Alignment of
targets

Monitoring
/Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

Extract/example from Annual Report

37.5%

12 out of 32.

100%

All 12 align. Noting one indicator not
reported against.

ü

Yes.

û

No.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

1.51%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

û

Extract/example from Annual Report

NCOS = $1,800,300,000
Population Health NCOS = $27,117,000
None.
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A9.15: Summary of the SSWAHS Annual Report for 2007/8
Theoretical
Domain

Concept

Shared Vision
POLICY

Targets

Variable

Evidence in Annual Report

Value

Relevance of
State Plan

Does the document refer to
the State Plan?

û

No.

Relevance of
State Health
Plan

Does the document refer to
the State Health Plan?

ü

Yes.

Importance of
health
promotion
Description of
targets

Is there mention of health
promotion / prevention issues
in CE’s report?
What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion / prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State Plan
targets are not being met?

ü

36.4%

Makes reference to the Overweight and
Obesity Prevention and
Management Plan
12 out of 33.

100%

All 12 align.

Alignment of
targets

Monitoring
/Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

Extract/example from Annual Report

ü

Yes.

û

No.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Available
workforce

û

No.

û

No.

Support for
the workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

Investment in
health
promotion

What proportion of total budget
is allocated to relevant
program areas?

1.44%

Investment in
health
promotion into
the future

What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

Human

RESOURCES

Resource
Allocation

û

Extract/example from Annual Report

NCOS = $1,901,365,000
Population Health NCOS = $27,388,000

None.
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A9.16: Summary of GWAHS Annual Reports Prior to and After the State Plan and State Health Plan
POLICY
Shared
Vision

Monitoring/
Performance
Management

Targets

Fin.
Year

Proportion
of health
promotion/
prevention
indicators

CE
Mention

54%
39%

û
û

04/ 05
05/ 06

PROCESS

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
71%
77%

Indicates
target being
met

Feasibility

Alignment of
strategies

ü
û

06/ 07
07/ 08

State
Plan

State
Health
Plan

CE
mention

û
û

ü
ü

û
û

Proportion
of health
promotion
/
prevention
indicators
39%
34%

Human

Resource
Allocation

Resource
Allocation

Proportion
health
promotion /
prevention
workforce

Training
initiatives

Proportional
allocation
(%) *

Future
funding

û
û

û
û

2.15
2.14

û
û

PROCESS

Targets

Fin.
Year

Human

û
û

POLICY

Shared Vision

RESOURCES

State Plan
/State Health
Plan aligned
health
promotion/
prevention
indicators
100%
100%

Monitoring/
Performance
Management

RESOURCES

Feasibility

Human

Human

Resource
Allocation

Resource
Allocation

Indicates
target being
met

Alignment
of
strategies

Proportion
health
promotion
/
prevention
workforce

Training
initiatives

Proportional
allocation
(%) *

Future
funding

û
ü

û
û

û
û

û
û

2.21
2.35

ü
û
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A9.17: Summary of the GWAHS Annual Report for 2004/5
Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

û

Health
promotion
Indicators
Alignment of
indicators

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion/prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State Plan
targets are not being met?

54%.

Extract/example from Annual
Report
No.
Issues mentioned include:
amalgamation of 3 AHSs,
commitment to providing quality
health care, geographic size of the
AHS, unique challenges providing
access to health care in remote areas,
Aboriginal health, access to specialist
services, ageing population, mental
illness, and the clinical services plan.
15 out of 26.

71%

10 out of 14.

ü

Yes. Provides a target and the result.

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

Provides brief highlights and future
directions (not for all indicators), which
don’t necessarily relate to the
indicator.

Shared Vision

POLICY

Targets

Monitoring /
Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance

343

Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

Value

Extract/example from Annual
Report
No.

No.

2.15%

NCOS = $503,610,000
Population Health NCOS =
$10,804,000
None.
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A9.18: Summary of the GWAHS Annual Report for 2005/6
Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

û

Health
promotion
indicators
Alignment of
indicators

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion/prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State
Plan targets are not being
met?

39%

13 out of 33.

77%

10 out of 13.

û

No.
Provides trend data and current rate;
but does not indicate a target.

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

No.

Shared Vision

POLICY
Targets

Monitoring /
Performance
Management

PROCESS

Feasibility

Clarity of
reporting

Strategies to
address
performance

Extract/example from Annual
Report
No.
Issues mentioned include: staffing
appointments, hospital
redevelopments, surgical waiting lists,
and amalgamation of corporate
services.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

Extract/example from Annual
Report
No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

2.1%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

û

NCOS = $546,387,000
Population Health NCOS =
$11,688,000
None.
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A9.19: Summary of the GWAHS Annual Report for 2006/7
Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Extract/example from Annual Report

Relevance of
State Plan

Does the document refer to
the State Plan?

û

Relevance of
State Health
Plan

Does the document refer to
the State Health Plan?

ü

No.
(Does state however that they are
developing their AHS health Care Plan
in the context of Government and
Departmental priority areas.
Yes.

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

Description of
targets

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion / prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where State Plan
targets are not being met?

Shared Vision

POLICY
Targets

û

Alignment of
targets

Monitoring
/Performance
Management

Clarity of
reporting

39%

No.
Other issues mentioned include: staff
numbers, reduced waiting times, links
between hospital and community care,
future challenges and budget.
12 out of 31.

100%

All 12 are aligned. Noting one indicator
not reported against.

û

No.
Indicators are described, but the target
is not provided, and the current rate is
not always provided; rather trend data.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

PROCESS

Feasibility

Strategies to
address
performance

Available
workforce
Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

Value

Extract/example from Annual Report

Where there is commentary,
does it appear to align with the
targets (ie do strategies match
indicators)?

û

No.
Some commentary on future initiatives.

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

2.2%
ü

NCOS = $582,446,000
Population Health NCOS = $12,901,000
Makes reference to 2007/8 funds for
‘Live Life Well’ and ‘Munch & Move’,
which are child healthy eating and
physical activity programs.
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A9.20: Summary of the GWAHS Annual Report for 2007/8
Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Value

Relevance of
State Plan

Does the document refer to
the State Plan?

û

No.

Relevance of
State Health
Plan

Does the document refer to
the State Health Plan?

û

Yes.

û
Shared Vision

Importance of
health
promotion

Is there mention of health
promotion / prevention issues
in CE’s report?

Targets

Description of
targets

What proportion of indicators
relate to Health promotion /
prevention?
What proportion of the health
promotion / prevention
indicators align with the State
Plan or State Health Plan?
Does the report clearly
indicate where state plan
targets are not being met?

No.
Issues mentioned include: nurse
practitioners, clinical networks, early
recognition of the deteriorating patient
pilot, and inquiries (Garling and Wood).
11 out of 32.

POLICY

Alignment of
targets

Monitoring
/Performance
Management

Clarity of
reporting

34%

100%

ü

Extract/example from Annual Report

All 11 are aligned. Noting two
indicators not reported against.

Yes.
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Theoretical
Domain

Concept

Variable

Evidence in Annual Report

Feasibility

Strategies to
address
performance

Where there is commentary,
does it appear to align with the
targets (i.e. do strategies
match indicators)?

û

PROCESS

No.
Some mention of future initiatives.

Available
workforce

Is it evident what the health
promotion/prevention
workforce is?
Is there any mention of
specific health promotion /
prevention training initiatives?

û

No.

û

No.

What proportion of total budget
is allocated to relevant
program areas?
What comments are made
about future directions in
funding – any positive
comments on investment in
health promotion/prevention?

2.35%

Human
Support for
the workforce
RESOURCES

Resource
Allocation

Investment in
health
promotion
Investment in
health
promotion into
the future

Value

û

Extract/example from Annual Report

NCOS = $645,437,000
Population Health NCOS = $15,175,000
None.
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APPENDIX 10:

AHS STRATEGIC PLAN ANALYSES

A10.1: HNEAHS Strategic Plan Analysis
Program
Logic
Component
Goals

Evidence in Strategic
Plan

Value

Does the strategic plan
contain a directional
statement?

ü

Extract from Strategic Plan

Includes NSW Health’s vision, goals
and seven strategic directions.
In addition include a separate vision for
HNE and an Area “purpose”.

Target
Groups

Program
Components

Outcome
Objectives

Outcome
Indicators

Process
Objectives

Process
Indicators

Resources

Does the strategic plan
identify the persons who
are to receive the
program on the basis of
demographics, health
status or location?
Does the strategic plan
group program activities
that appear to belong
together or go together
conceptually?
Does the strategic plan
contain objectives that a)
are realistic, b) are
specific and
unambiguous, c) have
meaningful standards, d)
have a timeframe and e)
are measurable?
Does the strategic plan
specify an indicator for
each outcome objective?

û

Does the strategic plan
specify the activities that
need to be implemented
to achieve the outcome
objectives?
Does the Strategic Plan
specify an indicator for
each of the process
objectives?
Does the strategic plan
identify the personnel,
physical and financial
resources required to
implement the program?

û

û

û

The HNEAHS objectives are:
• Improved health and wellbeing
for all
• Disease prevention and health
promotion across all services
areas
• Reduced health disadvantage.

û

These objectives not linked to key
programs, and there is no indicator for
each objective. Rather, the State Plan
targets are listed separately, in addition
to 11 ‘HNE Health Measures’ which
also contain State Plan indicators.
A list of programs and initiatives is
provided, however, some refer to the
development of strategies, and they are
not listed or linked in anyway to the
objectives.

û

û
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A10.2: SSWAHS Strategic Plan Analysis
Program
Logic
Component
Goals

Target Groups

Program
Components

Outcome
Objectives

Outcome
Indicators

Process
Objectives

Process
Indicators

Resources

Evidence in
Strategic Plan
Does the strategic
plan contain a
directional
statement?
Does the strategic
plan identify the
persons who are to
receive the program
on the basis of
demographics, health
status or location?
Does the strategic
plan group program
activities that appear
to belong together or
go together
conceptually?
Does the strategic
plan contain
objectives that a) are
realistic, b) are
specific and
unambiguous, c)
have meaningful
standards, d) have a
timeframe and e) are
measurable?
Does the strategic
plan specify an
indicator for each
outcome objective?
Does the strategic
plan specify the
activities that need to
be implemented to
achieve the outcome
objectives?
Does the Strategic
Plan specify an
indicator for each of
the process
objectives?
Does the strategic
plan identify the
personnel, physical
and financial
resources required to
implement the
program?

Value
ü

Extract from Strategic Plan

Includes the NSW Health vision, goals
and seven strategic directions.

û

û

û

The SSWAHS objectives are:
• Encouraging the adoption of
healthy lifestyles and the
development of health
environments
• Reduce health disadvantage
• Improve awareness of prevention
activities and services

û

ü

For each SSWAHS objective, a list of
programs and initiatives over the next 5
years is given.

ü

Alongside each listed program is a list of
indicators. It should be noted however,
that these are a mix of outcome and
process indicators.

û
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A10.3: GWAHS Strategic Plan Analysis
Program
Logic
Component
Goals

Target Groups

Program
Components

Outcome
Objectives

Outcome
Indicators

Process
Objectives

Process
Indicators

Resources

Evidence in
Strategic Plan

Value

Extract from Strategic Plan

Does the strategic
plan contain a
directional
statement?
Does the strategic
plan identify the
persons who are to
receive the program
on the basis of
demographics, health
status or location?
Does the strategic
plan group program
activities that appear
to belong together or
go together
conceptually?
Does the strategic
plan contain
objectives that a) are
realistic, b) are
specific and
unambiguous, c)
have meaningful
standards, d) have a
timeframe and e) are
measurable?
Does the strategic
plan specify an
indicator for each
outcome objective?

ü

Includes NSW Health’s vision, goals and
seven strategic directions.

Does the strategic
plan specify the
activities that need to
be implemented to
achieve the outcome
objectives?
Does the Strategic
Plan specify an
indicator for each of
the process
objectives?
Does the strategic
plan identify the
personnel, physical
and financial
resources required to
implement the
program?

ü

û

û

û

The GWAHS objectives are:
• healthier people
• reduced gap in health and
wellbeing between Aboriginal
and non-Aboriginal people
• Disease prevention and health
promotion across all services
areas.

û

Below each of these objectives are aims
and strategies – but there is no indicator
for these objectives. Rather, the State
Plan targets are listed separately, in
addition to three GWAHS measures.
Three to Five high level strategies are
listed under the GWAHS specific
objectives.

û

û
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Importance of
health
promotion
Qualification
of importance
as one part of
system
Clinical
engagement
with
prevention
Requirement
for flexibility
beyond focus
areas
Pressure to
focus on
acute
Clarity of the
role of health
promotion

Tier 1/2

Important or
not Important

ü or
û

ü

Expressed a
qualification

ü or
û

ü

Clinicians are
engaged

ü or
û

Expressed
desire for
flexibility

ü or
û

ü

Identified
pressure of
acute system

ü or
û

ü

Clear or not
clear

ü or
û

ü

ü

Tier 3/4
ü
û

ü

Finance

û

ü

û

GWAHS

SSWAHS

Focus Group
ü

ü

ü

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

Category

NSCCAHS

Variable

HNEAHS

CODED SUMMARY OF INTERVIEWS & FOCUS GROUPS

Coding
Symbol

Concept
Shared Vision

POLICY

Domain

APPENDIX 11:

ü
û

ü
û

ü

ü

ü
û

ü

ü

ü

ü

ü

ü

ü

ü

û
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Targets, Measures & Indicators

POLICY

General
agreement
Provides focus
Disagreed with
a focus area/s
Identified a
missing target
area
Insufficient
recognition of
area differences
Inherent
problem in
population
health indicators
Identified
specific problem
with an
indicator/s
Identified
missing
indicator/s
Data not
available for an
indicator/s

Tier 1/2

Tier 3/4

Yes or no
Yes or no

ü or
û

Yes or no

ü or
û

Yes or no

ü or
û

Yes or no

ü or
û

Yes or no

ü or
û

ü

Yes or no

ü or
û

ü

Yes or no

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

GWAHS

ü

ü

ü
ü

ü
ü

ü

ü

SSWAHS

Focus Group

ü

ü

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

Finance

ü or
û
ü or
û
ü or
û

Yes or no

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

Category

Coding
Symbol

Concept

Domain

Variable

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü
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Written
consultation

Participation
in
consultation
Satisfied with
development
process

Identified
community
consultation
process/es
Identified
opportunity
for written
comment
Participated
in a
consultation
process
personally
Yes or no

ü or
û

Tier 1/2
ü

ü

ü

ü

ü

ü

ü

ü

û

ü

GWAHS

Focus Group

ü

û

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

Finance

ü

ü or
û

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

Tier 3/4

ü or
û

ü or
û

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

Concept
State Plans’ Development Process

Community
consultation
process

Category

Coding
Symbol

Domain
POLICY

Variable

û

û

û

û

û

û
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Strategic plan
identified
Performance
monitoring
framework
referred to
Consider
performance
monitoring/
agreement to
be inadequate
Resource
allocation
towards priority
areas
Department
following own
direction
Plays a
supportive role
/ advocacy tool
Enhanced
relationships

Tier 1/2

Tier 3/4

Yes or no

ü or
û

ü

Yes or no

ü or
û

ü

Yes or no

ü or
û

Yes or no

ü or
û

ü

ü

Yes or no

ü or
û

û

û

Yes or no

ü or
û

ü

ü

ü

Yes, no or
no change

ü, û
or ~

ü

ü

ü

ü

ü

Finance

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

Category

Coding
Symbol

Concept
Departmental Implementation
Requirements
Changes

Domain
PROCESS

Variable

Focus Group

ü

ü

ü

ü

ü

ü

ü

û

ü

ü

ü

ü

~

ü

ü
ü
û

ü

357

Tier 1/2

Yes or no

ü or
û

ü

Yes or no

ü or
û

ü

Yes or no

Tier 3/4

Finance

ü

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

Able to be
followed
Already
following
directions
Health
promotion
challenging due
to social
change
required
Effectiveness
of strategies
problematic
Some
strategies
require statelevel
implementation
Timing of
planning
processes
problematic
Ad-hoc funding
process
problematic

Category

Coding
Symbol

Concept
Feasibility

Domain
PROCESS

Variable

Focus Group

ü

ü

ü

ü

ü

ü

ü

ü or
û

ü

ü

ü

ü

Yes or no

ü or
û

ü

ü

ü

Yes or no

ü or
û

Yes or no

ü or
û

ü

ü

Yes or no

ü or
û

ü

ü

ü

ü

ü

ü

ü

ü
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Undertook a
mapping
process
Aligned
Indicators
Tied funding
to indicators/
targets
Performancemanagement
process
Made
structural
changes
Implemented
workforce
development
Undertook
strategic
panning
Rationalised /
displaced local
programs

Tier 1/2

Yes or no

ü or
û

ü

Yes or no

ü or
û

ü

Yes or no

ü or
û

Yes or no

ü or
û

ü

Yes or no

ü or
û

û

A lot, some
or none

1, 2
or 3

2

Yes or no

ü or
û

Yes or no

ü or
û

Tier 3/4

Finance

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

Category

Coding
Symbol

Concept
AHS Implementation Mechanisms

Domain
PROCESS

Variable

Focus Group
ü

ü

ü
ü

ü

ü

ü

ü

ü

ü

û

û

û

û

û

2

3

3

3
ü

ü

ü

ü

ü
ü

3

ü
ü

ü

2

û

3
ü

ü

359

Identified that
underspends &
rollovers are
available
Identified
enhancement
investment in
particular focus areas

Yes or no

ü
or
û

Yes or no

ü
or
û

Staff resources have
increased

Yes or no

New staffing tied to
particular initiatives

Yes or no

ü
or
û
ü
or
û

ü

ü

ü

ü

û

û
û

û

ü

Finance
~

+

ü

ü

ü

û

û

û

û

ü

û

ü

ü

GWAHS

Focus Group
ü

ü

ü

ü

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

Yes or no

ü

ü

HNEAHS

Considers resources
to be sufficient

-

ü

GWAHS

Yes or no

Tier 3/4

~
or -

ü

SSWAHS

Considers funds to
be ring-fenced

~

~
or
-

Tier 1/2

NSCCAHS

Yes or no

HNEAHS

Identified competing
priorities present

GWAHS

Yes or no

SSWAHS

Identified allocation
towards priority areas

+,
~
or ü
or
û
ü
or
û
ü
or
û
ü
or
û

NSCCAHS

Trends over time

Increasing,
stable or
decreasing

HNEAHS

Category

Coding
Symbol

Concept
Investment / Expenditure
Staff

Domain
RESOURCES

Variable

ü

ü
ü

ü

û
û

û

û
ü
û

ü

ü

û
ü

ü

û
ü

ü

û
ü

ü
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Considers
there to have
been
substantial
change
Greater
advocacy for
health
promotion
Increased
focus
Greater
restriction
(less
flexibility)

Tier 1/2

Yes or no

ü or
û

û

Yes or no

ü or
û

ü

Yes or no

ü or
û

Yes or no

ü or
û

ü

ü

ü

ü

ü
ü

GWAHS

SSWAHS

NSCCAHS

GWAHS

HNEAHS

Focus Group

û

ü
ü

SSWAHS

Finance

û

ü

NSCCAHS

HNEAHS

GWAHS

Tier 3/4

û

ü

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

Category

Coding
Symbol

Concept

Domain
State Summary of Change Since
the State Plans

Variable

û

ü

ü

ü

ü
ü
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Flexible
approach
preferred
Not possible
due to local
level
engagement
required
Not possible
due to local
level
knowledge
required
Desires
greater
consistency
Leads to an
increase in
red tape
Leads to less
innovation

Tier 1/2

Yes or no

ü or
û

Yes or no

ü or
û

ü

Yes or no

ü or
û

ü

Yes or no

ü or
û

Yes or no

ü or
û

Yes or no

ü or
û

Tier 3/4
ü

ü

ü

Finance

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

Category

Coding
Symbol

Concept
Centralisation

Domain
Improvement of Health Promotion in the Future

Variable

Focus Group

ü

ü

ü

ü
ü
ü

362

ü or
û

Increased
evidence of
health
promotion
impact
required

Yes or no

ü or
û

Recommends
a separate
government
agency for
health
promotion

Yes or no

ü or
û

Tier 1/2

û

û

ü

Finance

ü

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

Tier 3/4

ü

ü

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

Coding
Symbol

Concept

Yes or no

NGOs

Agrees with
greater use of
nongovernment
organisations

Case for Health
Promotion

Category

Government
Agency

Domain
Improvement of Health Promotion in the Future

Variable

Focus Group

û

ü

ü

ü
&
û

ü
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Requires better
communication
regarding
programs and
funds
Increase staff
and financial
resources
Increase the
pressure to
perform in
health
promotion
Ensure funding
is not ad-hoc
Communicate
health
promotion
“wins” more
Increase the
focus on crossgovernment
initiatives
Rotate staff
between
department and
areas

Tier 1/2

Tier 3/4

Yes or no

ü or
û

Yes or no

ü or
û

ü

Yes or no

ü or
û

ü

Yes or no

ü or
û

Yes or no

ü or
û

Yes or no

ü or
û

Yes or no

ü or
û

Finance

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

GWAHS

SSWAHS

NSCCAHS

HNEAHS

Category

Coding
Symbol

Concept
Improve the existing model

Domain
Improvement of Health Promotion in the Future

Variable

Focus Group

ü

ü

ü

ü

ü
ü

ü

ü
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APPENDIX 12:
A12.1:
Financial
Year

04/ 05

05/ 06

06/ 07

07/ 08

AHS FINANCIAL TABLES

AHS Audited Net Cost of Services (NCOS)

HNEAHS

$ 988,167,000

$ 8,112,000

Population Health NCOS
as a Proportion of Total
NCOS (%)
0.82

NSCCAHS

$1,119,621,000

$8,269,000

0.74

$7.46

SSWAHS

$ 1,566,468,000

$ 13,118,000

0.84

$9.86

GWAHS
HNEAHS

$ 503,610,000
$ 1,129,966,000

$ 10,804,000
$ 12,412,000

2.15
1.10

$36.03
$14.70

NSCCAHS

$1,170,376,000

$13,328,000

1.1

$12.03

SSWAHS

$ 1,723,062,000

$ 26,998,000

1.57

$20.30

GWAHS
HNEAHS

$ 546,387,000
$1,187,434,000

$ 11,688,000
$ 10,322,000

2.14
0.87

$38.98
$12.22

NSCCAHS

$1,252,868,000

$13,650,000

1.09

$12.32

SSWAHS

$ 1,800,300,000

$ 27,117,000

1.51

$20.39

GWAHS
HNEAHS

$ 582,446,000
$1,351,033,000

$ 12,901,000
$13,762,000

2.21
1.02

$43.02
$16.30

NSCCAHS

$1,336,210,000

$13,548,000

1.01

$12.22

SSWAHS

$1,901,365,000

$27,388,000

1.44

$20.59

GWAHS

$ 645,437,000

$ 15,175,000

2.35

$50.61

AHS

AHS Total NCOS

Population Health NCOS

Population
Health NCOS
Per-Capita
$9.61
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A12.2:

FY

04/ 05

05/ 06

06/ 07

07/08

Total AHS Expenditure on State Plan (SP) Program Areas from the Unaudited Annual Returns (UARs)

AHS

Total SP
Program
Areas UAR

Total SP and
SHP Program
Areas UAR

Total Population
Health UAR

SP Program
Areas as a
Proportion of
Population
Health UAR (%)

SP and SHP
Program Areas as
a Proportion of
Population Health
UAR (%)

SP
Program
Areas UAR
Per-Capita

HNEAHS

$3,500,221

$4,533,518

$15,228,830

22.98

29.77

$4.15

NSCCAHS

$5,338,719

$6,481,444

$22,157,213

24.09

29.25

$4.82

SSWAHS

$4,741,347

$5,135,092

$25,217,166

19

20.36

$3.56

GWAHS

$2,775,633

$3,208,586

$12,576,295

22.07

25.51

$9.26

HNEAHS

$4,271,027

$5,428,277

$17,293,645

24.70

31.39

$5.06

NSCCAHS

$5,126,284

$5,884,677

$17,116,390

29.95

34.38

$4.63

SSWAHS

$2,816,674

$3,433,746

$30,072,370

9.37

11.42

$2.12

GWAHS

$2,786,468

$3,191,091

$12,115,268

23.00

26.34

$9.29

HNEAHS

$5,938,526

$8,312,911

$20,144,463

29.48

41.27

$7.03

NSCCAHS

$6,758,537

$7,210,326

$20,184,354

33.48

35.72

$6.10

SSWAHS

$2,275,770

$2,957,151

$25,530,092

8.91

11.58

$1.71

GWAHS

$2,309,029

$3,006,998

$12,398,801

18.62

24.25

$7.70

HNEAHS

$7,801,045

$10,861,666

$27,001,346

28.89

40.23

$9.24

NSCCAHS

$7,054,819

$7,553,716

$19,343,848

36.47

39.05

$6.37

SSWAHS

$2,253,347

$2,728,132

$24,822,880

9.08

10.99

$1.69

GWAHS

$2,921,916

$3,377,306

$9,168,513

31.87

36.84

$9.74
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A12.3 AHS Expenditure on Individual State Plan (SP) Program Areas from the Unaudited Annual Returns (UARs)
STATE PLAN: ALCOHOL
Financial Year

04/ 05

05/ 06

06/ 07

07/ 08

HNEAHS

$647,658

% of Total State Plan Program
Areas Expenditure
18.50

NSCCAHS

$199,730

3.74

SSWAHS

$151,505

3.2

GWAHS

$90,288

3.25

HNEAHS

$829,726

19.43

NSCCAHS

$78,774

1.54

SSWAHS

-

-

GWAHS

$88,419

3.17

HNEAHS

$297,766

5.01

NSCCAHS

-

-

SSWAHS

-

-

GWAHS

$91,654

3.97

HNEAHS

$348,343

4.47

NSCCAHS

-

-

SSWAHS

-

-

GWAHS

-

-

AHS

Program Expenditure
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STATE PLAN: ALCOHOL
Financial Year

AHS

Program Expenditure

% of Total State Plan Program
Areas Expenditure

Program Expenditure

% of Total State Plan Program
Areas Expenditure

STATE PLAN: ILLICIT DRUGS
Financial Year

04/ 05

05/ 06

06/ 07

07/ 08

AHS
HNEAHS

$66,146

1.89

NSCCAHS

$755,761

14.16

SSWAHS

$25,430

0.54

GWAHS

$174,112

6.27

HNEAHS

$3,813

0.09

NSCCAHS

$43,141

0.84

SSWAHS

-

-

GWAHS

$40,472

1.45

HNEAHS

$3

0.00

NSCCAHS

$4,657

0.07

SSWAHS

-

-

GWAHS

$82,726

3.58

HNEAHS

$3

0.00

NSCCAHS

$2,585

0.04

SSWAHS

-

-

GWAHS

-

-
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STATE PLAN: TOBACCO
Financial Year

04/ 05

05/ 06

06/ 07

07/ 08

AHS

Program Expenditure

% of Total State Plan Program
Areas Expenditure

HNEAHS

$577,822

16.51

NSCCAHS

$360,224

6.75

SSWAHS

$99,766

2.1

GWAHS

$78,096

2.81

HNEAHS

$511,456

11.98

NSCCAHS

$117,586

2.29

SSWAHS

$8,299

0.29

GWAHS

$74,607

2.68

HNEAHS

$877,903

14.78

NSCCAHS

-

-

SSWAHS

$48,804

0.65

GWAHS

$144,211

6.25

HNEAHS

$870,778

11.16

SSWAHS

$7,831

0.05

GWAHS

$92,963

3.18

NSCCAHS
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STATE PLAN: GENERAL HEALTH PROMOTION (OBESITY)
Financial Year

04/ 05

05/ 06

06/ 07

07/ 08

AHS

Program Expenditure

% of Total State Plan Program
Areas Expenditure

HNEAHS

$2,208,595

63.10

NSCCAHS

$4,660,049

87.29

SSWAHS

$4,464,646

94.16

GWAHS

$2,433,137

87.66

HNEAHS

$2,926,032

68.51

NSCCAHS

$4,886,783

95.33

SSWAHS

$2,808,375

99.71

GWAHS

$2,582,970

92.70

HNEAHS

$4,762,854

80.20

NSCCAHS

$6,753,880

99.93

SSWAHS

$2,226,966

97.86

GWAHS

$1,990,438

86.20

HNEAHS

$6,581,921

84.37

NSCCAHS

$7,052,234

99.96

SSWAHS

$2,245,516

99.65

GWAHS

$2,828,953

96.82
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STATE HEALTH PLAN: INJURY (Falls Prevention)
Financial Year

04/ 05

05/ 06

06/ 07

07/ 08

AHS

Program Expenditure

% of Total State Plan & State Health
Plan Program Areas Expenditure

HNEAHS

$192,506

4.25

NSCCAHS

$280,693

4.33

SSWAHS

$17,444

0.34

GWAHS

-

-

HNEAHS

$35,227

0.65

NSCCAHS

$123,993

2.11

SSWAHS

-

-

GWAHS

-

-

HNEAHS

$158,901

1.91

NSCCAHS

-

-

SSWAHS

-

-

GWAHS

-

-

HNEAHS

$279,964

2.58

NSCCAHS

-

-

SSWAHS

-

-

GWAHS

-

-
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STATE HEALTH PLAN: CHILD & OTHER IMMUNISATION
Financial Year

04/ 05

05/ 06

06/ 07

07/ 08

AHS

Program Expenditure

% of Total State Plan & State Health
Plan Program Areas Expenditure

HNEAHS

$840,791

18.55

NSCCAHS

$862,032

13.30

SSWAHS

$376,301

7.33

GWAHS

$432,953

13.49

HNEAHS

$1,122,023

20.67

NSCCAHS

$634,400

10.78

SSWAHS

$617,072

17.97

GWAHS

$404,623

12.68

HNEAHS

$2,215,484

26.65

NSCCAHS

$451,789

6.27

SSWAHS

$681,381

23.04

GWAHS

$697,969

23.21

HNEAHS

$2,780,657

25.60

NSCCAHS

$498,897

6.60

SSWAHS

$474,785

17.40

GWAHS

$455,390

13.48
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